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fo? a gentle laialies at hedtine 


hAYLENE-UL 


the satisfactory and palatable emulsoid of 
kaolin and liquid paraffin 


Doses taken from large Dispensing Packs of 
Kaylene-ol are shown to cost less than those 
of the equivalent B.P. product. 


Samples and literature on request 


KAYLENE (CHEMICALS) LIMITED 


WATERLOO ROAD, LONDON, N.W.2 
Sole Distributors: ADSORBENTS, LTD. 
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“DYSPASTOL” 


for the treatment of 


SPASTIC DYSMENORRHEA 


H.R. NAPP LIMITED, 3 & 4, CLEMENTS INN, LONDON, W.C.2 
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ANNOUNCEMENTS 


Yes, it’s “standing room only’’ now that winter is on the way! Subdued coughs and 
strident coughs combine in the Waiting Room Symphon 

For many, many winters ADEXOLIN preparations have been playing a hero’s rdle in 
keeping down the incidence of infection; and while these concentrates of vitamins A 
& D are perhaps used primarily as a preventive measure hey are valuable, too, mn 


tidineg your convalescent patient wer the period of re LTpse ! complication, 





VitaminA VitaminD Calcium 
(units) (units) (mg.) 


Packings 





Adexolin Capsules aC 25 100, 
(per capsule) 6000 1000 _— 000 





Adexolin Liquid 12000 2000 4 oz., 2 oz. 
(per | cc.) 16 oz 








Adexocal Tablets ' 
(per tablet) 6000 1000 50, 1000 











Newer ally ith the winter baitle Ss LSTOPLN the hing select ce penicillin It con- 
centrates in the inflamed tissues, flooding them with hich sustained levels of the drug. 
That is why Estopen is so successful in halting the insidious progress of bronchitis... 


why it so quickly relieves the cough and reduces the volume of sputum, 


ESTOPEN (7 


Penethamate H driodice Vial of 100,000 & 00.000 unit in boxes of ten 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 9454 \e/ 
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For the Practitioner's Bookshelf 








TEXTBOOK OF GYNAECOLOGY 
By WILFRED SHAW, MA.MD.FR.CS. FRCOG 
Sixth Edition. 4 plates and 304 cext-figures. 27s. 6d 


RECENT ADVANCES IN OBSTETRICS 
AND GYNAECOLOGY 
By ALECK W. BOURNE. B..F RCS FRCOG 
and LESLIE WILLIAMS, MD... FRCS. FR.COG 


Eighth Edition. 92 illustrations 27s. 6d. 


MEDICAL DISORDERS DURING 
PREGNANCY 
Edited by STANLEY CLAYTON, MS, FR 
FRCOG., and SAMUEL ORAM, MD. FR 
28 illustrations 
CANCER CYTOLOGY OF THE UTERUS 


An Atlas of Cervical Cell Pathology 
By | ERNEST AYRE, MD. 362 illustrations, many 


im colour 105s. 


FUNDAMENTALS OF CLINICAL CANCER 
With Emphasis on Early Diagnosis and 
Treatment 


By LEONARD B. GOLDMAN, ™.D., New York 
60s. 


Medical College. 221 illustrations 


MALIGNANT DISEASE OF THE FEMALE 
GENITAL TRACT 
By STANLEY WAY, MRCOG 


38 illustrations 24s. 





EDEN & HOLLAND'S MANUAL OF 
OBSTETRICS 
Revised by ALAN BREWS. MD. MS. FRCS 
FRCOG New (Tenth) Edition 57 plates (12 
coloured) and 378 cext-figures 52s. 6d. 
PARSONS’ DISEASES OF THE EYE 
New (Twelfth) Edition. By Sir STEWART DUKE- 
ELDER, K.C.V.0..0S¢,.M.D..F.R.C.S. 22 coloured 
plates and 465 cext-figures 42s. 


DISORDERS OF THE BLOOD 
Diagnosis, Pathology, Treatment and Technique 
By Sir LIONEL WHITBY, C.V.0., MC 
FR.C.P..D.P.H..and C.J. C. BRITTON, M.D.,0.P.H 
New (Seventh) Edition. 20 plates (12 coloured) and 
106 text-figures 63s. 
ANTENATAL AND POSTNATAL CARE 
By F. | BROWNE, ™D D.Sc FR.C.S (Ed) 
FRCO.G. Seventh Edition. 94 illustrations. 30s. 
THE PREMATURE BABY 
By V. MARY CROSSE, OBE M.D D.Obst 
R.C.0.G., D.P.H. Third Edition. 18 illustrations 
és. 
THE NORMAL CHILD 
Some Problems of the First Three Years and 
Their Treatment 
By R. S. ILLINGWORTH, MD. F.R.C.P., D.C.H. 
64 illustrations 30s 


J. & A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, Wil 











This new edition of a standard 


and treatment 


pletely up-to-date. 


CASSELL & CO., LTD., 37 








Textbook of 


GYNA:-COLOGICAL SURGERY 


VICTOR BONNEY, M.S., M.D., B.Sc., F.R.C.S. 


has been thoroughly revised to incorporate latest developments in technique 
Of particular importance are the new illustrated sections 
dealing with pelvic exenteration and the radical operation for carcinoma of 
the vulva The techniques of both operations are fully described and 
evaluated. 6th Edition, 980 pages. Illustrated. 605. net 


BERKELEY’S 


HANDBOOK OF MIDWIFERY 
ARNOLD WALKER, C.B.E., M.A., M.B., B.CH., F.R.C.S., F.R.C.O.G. 


‘The extensive revision by Arnold Walker, Chairman of the Central Midwives 
Board, ensures that this new edition of this long established work is com- 
14th Edition, 415 pages. Jilustrated 


on British Gynecological Surgery 


15S. net 


Andrew's Hill, London, E.C.4 
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OXFORD MEDICAL PUBLICATIONS 
PULMONARY TUBERCULOSIS 


PATHOLOGY, DIAGNOSIS, MANAGEMENT AND PREVENTION 


by WALTER PAGEL, M.D. 
Pathologist, Central Middlesex Hospital 
F. A. H. SIMMONDS, M.D., D.P.H. 
Physician and Medical Director, Clare Hall Hospital; Physician, Potters 
Bar Chest Clinic 
and 
NORMAN MACDONALD, M.B., M.R.C.P.Ed. 
Physician, Clare Hall Hospital and Highlands Hospital 


‘A highly competent and balanced account of the problems of pulmonary 
tuberculosis as seen today.’ THE MEDICAL PRESS 


Third Edition 742 pages 317 illustrations R4s. net 
pag 


OXFORD UNIVERSITY PRESS 








1 4A 


~ : 


{1 BOOK TO RECOMMEND 


Understanding 
Natural Childbirth 


HERBERT M. THOMS, M.D. and LAURENCE G. ROTH, M.D. 


‘This book is one of the best of its kind . . . a remarkably clear 
account of pregnancy and birth suitable for prospective parents who 
are intelligent PRACTITIONER 


‘A book we can confidently recommend to young couples in prepara- 
tion for parenthood *— MARRIAGE GUIDANCI 


WITH 87 PHOTOGRAPHS BY DAVID LINTON 


17s 6d net 


SSCS SSUGUS STAPLES Yuu. 
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BRITISH MEDICAL BULLETIN 


Each number consists of a symposium of articles by 
experts on one subject of medical science. 
Vol. 9, No. 3, published 30 September 1953, presents 
the basic work and current thought on 


VIRUSES IN MEDICINE 


Introduction: viruses yesterday, The common cold C. H. Andrewes 
today and tomorrow C. H. Andrewes The viruses of epidemic influenza 
Ecology of virus diseases A. Isaacs 
Sir Macfarlane Burnet Mumps E. T. C. Spooner 

Progress in viral immunology Wilson Smith Yellow fever: a problem in 


Chemotherapy of virus diseases epidemiology G. W. A. Dick 
E. Weston Hurst Hepatitis F. O. MacCallum 


Techniques for the study of viruses Psittacosis-lymphogranuloma 
Forrest Fulton viruses S. P. Bedson 


Smallpox and related virus infections Q fever in Britain M. G. P. Stoker 
inman_ A. W. Downie & A. Macdonald The post-infection encephalitides 


Recent advances in the study of E. Weston Hurst 
poliomyelitis 1.J. Rhodes Some veterinary diseases of medical 


Coxsackie viruses J. OH. Tobin interest 4. W. Gledhill 


Price 15s. post free, $2.75 USA & Canada 
Order from : BRITISH MEDICAL BULLETIN, 65 Davies St., London, W.1 








C. FOX BOOKBINDERS §31: 


72 MARYLEBONE LANE, LONDON, W.| WELbeck 4707 


Bookbinders to all branches of the medical profession 


Any style of binding copied. Price list and Patterns sent on request. 








LLOYD-LUKE 


IF YOU WANT A BOOK 
ask us about it. . 


IF YOU WANT IT QUICKLY 


ask us to send it. . 
LLOYD-LUKE (meEDICAL BOOKks) LTD., 49 NEWMAN ST., LONDON, W.! 


Tel.: Langham 4255 








(opposite Middlesex Hospital) 
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COMBINED TEXTBOOK OF OBSTETRICS 

AND GYNACOLOGY 

For Students and Practitioners 
Edited by Professor DUGALD BAIRD. MD 
FRCOG. Fifth Edition 1.424 pages. 594 illus 
trations 70s 

A clear and wise guide to obstetrics and gyne 

cology British Medical Journa 


HANDBOOK ON DISEASES OF CHILDREN 
Including Dietetics and the Common Fevers 
By BRUCE WILLIAMSON, M.D... FR.C.P. Seventh 
Edition 476 pages 103 illustrations IIs 
The best handbook on the subject of diseases 
of children on the market today Journal of 
American Medical Association 


THE BRITISH CONTRIBUTION TO 
MEDICINE 
By Dr. JAIME JARAMILLO-ARANGO 
45 plates 
A delightful tribute from a former Colombian 
Ambassador in London to show his appreciation of 
the discoveries of British medicine 


232 oages 
Ss 


Books for the Dractitioner 











AN APPROACH TO GENERAL PRACTICE 
By R. |. F. H. PINSENT. MA. M.D. 176 pages. 12s 
The author has carefully observed, recorded and 
analysed accurately the work which a general 
practitioner +s called upon to do The advice is 

sound and will be welcomed by all practitioners 


A TEXTBOOK FOR MIDWIVES 
By MARGARET F. MYLES, SR.N.. SCM, MTD 
688 pages. 470 illustrations 42s 
A comprehensive textbook for midwives em 
bodying the basic principles of obstetrics as required 
for che Central Midwives Board's Examinations 


WILLIAM SMELLIE: THE MASTER OF 
BRITISH MIDWIFERY 
By Professor R. W. JOHNSTONE, CBE. ™.D., 
FRCSE,FRCOG. 148 pages. 30 illustrations 
20s 


This book belongs on the obstetricians’ reading 
table and in the doctors’ and interns’ room of 
every maternity ward. it is enjoyable reading, it 
is good obstetrics, and it is a worthy memorial to 
a great man Surgery, Gynacology ond Obstetrics 


COMPLETE CATALOGUE SENT ON REQUEST 


€. and S. Livingstone Cimited 





EDINBURGH AND LONDON 


























THE EXTRA PHARMACOPCGIA 


(MARTINDALE) 
Volume 1, 23rd Edition 


In this new edition will be found information on the composition and 
character of practically every substance used in medicine, together with a con- 
cise summary of its use, its method of administration and its contra-indica- 


tions, with abstracts of the world literature 


The book gives details, with 


references, of the most recent innovations in medical practice 


Details are provided on the toxicity of chemicals and drugs, on reports of 


cases of poisoning, and on treatment of overdosage. 


It is unlikely that any 


medicinal agent of established value has} been omitted from the Therapeutic 
Index, which is about half as long again as that of the last editon and contains 


approximately ,750 headings. 


Pp. xxii + 1352 


Price 55s. (postage Is.) 


Remittance with order is requested 





THE PHARMACEUTICAL PRESS 


17 BLOOMSBURY 


SQUARE, 


LONDON, W.C.1 


(Publishers of the British Pharmaceutical Codex) 
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LONDON 


MEDICAL EXHIBITION 


19535 





November l6th to 20th 
Daily from 11.0 a.m. to 6.30 p.m. 


NEW HALL 
ROYAL HORTICULTURAL SOCIETY 


Greyeoat Street, Westminster, S.W.1 


OPENING CEREMONY 


The official opening ceremony will be performed by 
The Rt. Hon. Lord Horder, G.C.V.O., M.D., 
F.R.C.P., Extra Physician to H.M. The Queen, 
Consultant Physician to St. Bartholomew’s Hospital 
and The Royal Cancer Hospital, London, and will 
take place at 11.30 a.m. Monday, 16th November 


Attendance is confined to members of the Medical Profession, and ex- 
hibits extending over almost the whole field of medical interest include 
many latest developments in ethical medical products, as well as a very 
wide range of apparatus of a professional nature for the Physician and 
Surgeon. 


Films of professional interest will 


be chown each tee bartane The fully revised and enlarged 
7 a oy a ae Seeuee 1953 edition of THE LONDON 


Room on the first floor. MEDICAL HANDBOOK with 
new therapeutic index, will be 
available to Exhibition visitors at 
a special price of 2 6 


Any member of the Profession 
not receiving an official personal 
invitation should apply to: 








The Secretary 

LONDON MEDICAL EXHIBITION 

194-200 Bishopsgate, London, E.C.2 
Telephone: AVENUE 1444/5 
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Do not overlook 
the Psychological effect 
of a SPENCER Support 


rea / 
irculdation protects inner tissue 
kin from breaking Guard 


ess after hildbirth 


Spencer Antepartum- Postpartum Support 


During antepartum and postpartum periods —and especially in early ambula- 
tion—a Spencer exerts an important psychological effect. A Spencer's 
gentle but effective support increases the patient’s confidence in her ability 
to “ stay on her feet ” and “ move about.” 

Therapeutically, a Spencer Support helps to regain postural stability, helps 
replace organs in normal position, often relieves low-back pain. A Spencer 
offers protection to tissues affected by operative procedures without restricting 
natural muscle activity 

A qualified scientifically trained Fitter furnishes us with a description of the 
patient’s body and posture, and detailed measurements. Then, the support 
is individually designed, cut and made at our Manufactory at Banbury 

Within a short time the patient's support is delivered and adjusted by the Fitter 


For further information w 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
Surgical and Orthopaedic Supports 


SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel.: Banbury 2265 
Branch Offices and Fitting Centres 
LONDON 2 South Audley Street, W 1 Tel : GROsvenor 4292 
MANCHESTER: 38a King Screet. 2 Tel: BLAckfriars 9075 
LIVERPOOL 79 Church Street, |! Tel.: Royal 402! 
LEEDS: Victoria Buildings, Park Cross Street, | Tel.: Leeds 3/3082 
(opposite Town Hall steps) 
BRISTOL: 44a Queens Road, 8 Tel: Bristol! 2480! 
GLASGOW 86 St. Vincent Street, C.2 Tel.: Central 3232 
EDINBURGH 30a George Street, 2 Tel: Caledonian 6162 
APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 


Trained Retailer-Fitters throughout the Kingdom. Name and address of nearest Fitter supplied on request 
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DRY FLY 
SHERRY 


DRY FLY SHERRY—the best 
appetizer—makes a most accept- 
able Christmas gift and provides 
a gracious welcome to your guests. 
Wine 


Merchant to avoid disappointment. 


Order early from your 


20 - bottle 
10 6 half-bottle 





SAFETY 


for your savings 


WITHOUT 
CAPITAL 
DEPRECIATION 





23% 


INTEREST 

INCOME TAX 

PAID BY THE 
SOCIETY 








Assets £15,000,000 Reserves £800,000 


HASTINGS uo. THANET 
BUILDING SOCIETY 


29-31 Havelock Rd., Hastings 46 Queen St., Ramsgat 
99 Baker St., London, W.! 
41 Fishergate, Preston 41 Cather ne St., Salisbury | 








Out of Your Ground 


There are so many occasions when one 
realises how difficult it is to be well- 
informed on all the financial problems 
which arise in these complicated days. 
That is why our organisation includes 
a number of departments which are 
each expert in one or other of these 
matters— departments which deal with 
Foreign Exchange, which understand 
the complexities of Wills and Trusts, 
which will not get lost in the labyrinths 
of Income Tax and so on. Customers 
may, in consequence, bring to us any 
matter of this kind, in the confident ex- 
pectation that they will receive efficient 
attention and sound advice 


WESTMINSTER BANK 
LIMITED 


—e — = 


——e 





\ 
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“Pabyrn’ Proteolysed Liver B.P.C. 
is whole mammal liver which has been 
subjected to an enzymic hydrolysis to re 
duce it to a concentrated, palatable and 
readily assimilable form The complete 
content of the original liver is retained, includ 
ing the Vitamins of the B complex 
icid, Vitamin B,., the growth factor 
other naturally occurring factors p1 


in raw liver 


taken daily ‘Pabyrm’ Proteolysed 
Liver ; lies adequate haemopoeietic 


principles - the control of megaloblastic 


anaemias. In addition it forms a protein 


and amino-acid supplement 

administered in large doses 

ose of providing readily 

tein in dietary deficiences 

treatment of burns and other conditions 
where there is heavy loss of plasma 


protein 


amples of ‘PABYRN’ PROTEOLYSED LIVER B8.P.C 


are available from 


PAINES & BYRNE LTD., Greenford, Middlesex 
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Indicated in Feverish Conditions, Teething, 
Minor Muscular Pains and other ailments of 


Children 


A SAFE AND ACCURATE DOSE OF ASPIRIN — There is little fear of an anxious 
mother giving too large a dose of Angiers Junior Aspirin for Children, 
Each tablet contains 1} grains of Aspirin. 

IN AN EASY TO TAKE TABLET — The pleasant orange flavour and sweetening 
in this small pink tablet makes Angiers Junior Aspirin acceptable to 
children even if sucked or chewed. 

WITH A SAFEGUARD AGAINST GASTRIC IRRITATION— The combination of 
di-calcium phosphate with the aspirin guards against any irritation 
caused by the acid effect of aspirin alone. 


hid. Acetyls 1.26 grair Di-¢ n Phosphate 1.50 grains, 


ANGIERS svn ASPIRIN 


for children 
FOR ADULTS. A palatable tablet incorporating Di-Calcium Phosphate makes 


this preparation especially valuable for use by those adults to whom plain 
aspirin is unacceptable. Four “Junior” tablets equal the normal s-grain dose 


ANGIER CHEMICAL CO., LTD. LONDON, S.E.1. Laboratories, South Ruislip, Middlesex 





\ Tried and true / j 


\a 


& Made trom the finest Shettield stee!, Swann-Mortos 
surgical blades are individually tested for keeaness 
and flaw! then sterilised and coated with 
pure Vaseline to reach the surgeon's hands 
in perfect condition. Handles are of stain- 
less metal, precisely machined to en- 
sure that blades fit accurately and 
rigidly. There are eleven types 
of blade, as illustrated, 
and three types of 
handle. 





W.R. SWANN & CO.LTD - PENN WORKS - SHEFFIELD - ENGLAND 
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N CW... more effective 


treatment for seborrhoeic dermatitis of the scalp 


~~ 


Greater effectivene prompt and prolonged Proved effective in 80/ 


relief of symptom implicity of use ... these are of alicases \ 
the advantages of SELSUN SUSPENSION in the ‘\ 
Stage eo of seborrhoeic dermatitis of the s« alp Common dandruff 

n clinical studs with 400° patients, SELSUN P 

effectively controlled 98 per cont. of oli cases of controlled in 92 to 
seborrhoeic dermatitis of the scalp, and 92 to 95 98% of cases \ 
per cent. of cases of common dandruff. In most ‘“ 
patients, itching and burning of the scalp stopped Symptoms relieved 


after only two or three applications Many had for 1 to 4 weeks 
ised shampoos and Iphur preparations without 





unprovement ELSUN reheves symptoms for 
me to four week Conveniently appled whil Successful where other 


vashing the hair. Leaves no objectionable treatment has failed 
odour, Supphed in 4-fluid ounce bottles 


SELSUN = 


suspension 
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66 OCTOR, THAT'S JUST A WONDERFUL DIET 

tedes given me, but where on earth 
can | get the protein foods from ?...’ 
This is, indeed, the root cause of patients 
failing to keep to a high-protein diet. It is 
a needless failure, for a hieh protein intake 
ean always be maintained by adding 
Sanatogen high 
patient's diet. Sanatogen is 95°, milk 
protein combined with 5°,, sodium glycero 
phosphate, has a specific nutrient and toni 
effect and a high rate of utilisation. The 
protein in Sanatogen contains a higher 


percentage of amino-acids than any other 


preparation and supplies all essential amino- 


acids together, thus permitting — tissue 


regeneration in weordance with the all-or 


protein tonic to the 


How often 
are these 
words heard 


in your 


surgery? 


none dietetic law. Usually taken 3 times a 
day as a mixed drink in a little water or 
milk, Sanatogen can also be taken sprinkled 
on food or mixed in cooked dishe S. Have 
you considered the use of Sanatogen for 


your high-protein diets ? 


Sanatogen 


THE HIGH PROTEIN TONIC 


The word Sanatoge nis a regd. trade mark 
of Genatosan Lid Loughborough, Leics 
ied export ri peat 


rt) Lid., North We Hou 
nidow VN ul 
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CEREVON 


in oral-iron therapy 


.. ferrous gluconate, an organic iron 
salt, has now established itself as superior 
to Inorganic iron preparations in the 


treatment of iron deficiency anacmias. 


Greater absorption and utilisation 
produce a speedy therapeutic response, 
I urthermore, undesirable side eflects ol 
nausea and gastric disturbance do not 
occur, even in patients normally 


sensitive to iron, 


Cerevon provides stabilised ferrous 


gluconate, entirely free from ferric iron. 


CEREVON TABLETS 
FORMULA: Each tablet contains: Ferrous Gluconate 0.3G, 
Available in bottles of: 100 tablets. 1.000 tablets 


Prices; 100 tablets 3 2d. plus P.T. 1,000 tablets 29 8d. plus P.T, 


CEREVON ELIXIR 
FORMULA: Each tablet contains: Ferrous Gluconate 0.3G. Ancurine 
Hydrochloride 1. mgm. Riboflavin |. mgm. Nicotinamide 10 mgm 
Available in bottles of: 4 fl. ozs 20 fl. ozs 10 fl. ozs 40 fl. ozs. 


Prices 5 - 24 - 16 - OU - 


elixir or tablets 


CALMIC LIMITED - CREWE HALL - CREWE ° TEL: 3251-5 
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A new basic ether of morphine, Pholcodine 
(morpholinylethylmorphine), has been shown to have 


a powerful action in depressing the cough reflex. 


Pholcodine, which has a sedative action superior 
to that of codeine while being decidedly less toxic, is 


employed as the active ingredient in a new cough 





linctus to which the name ETHNINE has been given 


The advantages of ETHNINE lie in its effec- 
tiveness with low toxicity, and its freedom from side- 


effects such as constipation or digestive upset. 


be 
ETHNINE is well tolerated by children and 
adults and is suitable for administration whenever a 


cough sedative is considered advisable 


KTHNINE 


CONTAINING PHOLCODINE 





In bottles of 4 and 80 fluid ounces 


Literature and sample on application 


ALLEN & HANBURYS LTD LOND 


we “ NBURYS BE 
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w available 


<TREPTOMYCIN 
SULPHATE IN 


soL UTION READY 


FOR INJECTION 


. sTREPTAQl AINE’ SOLi TION presents 
streptomyci sulphate a ready _prepared 
stabilised aqueous solution, mt nded fot 
intramusculat injection without further dilution 
The clinical applications of ‘ Streptaquai's ‘ 
Solution are, of course, those of str ptomyctn 
sulphat« but it belu ved that practitions rs 


the adde d conve micnce 


will appreé iat 


particularly as 


of this refinenm' nt, 


(pHARMACE 

pHARMAC! i Al pEcrALitibe 

(may & BAKER) }® ) it 15 offered at no extra cost 
RAL ne mega uml 


Packs pmypecti n-type 


249,000 ! u.per mi 


. 
COMPANY (BIOCHEMICALS) LIMITED 
spEKI 


pIsTil LERS 
Livi RPOO! 


THE 
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Falling 
Leaves.... 


lower temperatures 
sneezes —and winter 
approaches with its Yd 
usual crop of chest 
complaints. At this 
time of year BENYLIN 
EXPECTORANT is of / 
special value. It alleviates 
stuffiness and gives 
welcome relief from the 
irritation of bronchitis, 
laryngitis and other 
respiratory troubles. 
Prepared as a pleasant 
raspberry flavoured syrup. 
Benylin Expectorant 
is suitable for children 
and adults 


In bottles of 4, 16 and 80 
fluid ounces. (Sch. 4) 


Benviin 


EXPECTORANT 


eat 


Parke, Davis & Company, Limited 


n.USA Hounslow, Middlesex 
Telephone Hounslow 236! 
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A new and logical therapy 
for Rheumatic conditions 


Water-soluble esters of salicylic, p-aminobenzoic and 
nicotinic acids, that readily pass the skin barrier 


The local treatment of rheu- 
matic conditions has _ hitherto 
presented certain difficulties ; 
drugs which penetrated the skin 
often caused intense irritation, 
and their use was of doubtful 
value 

Transvasin, a new preparation 
developed by Hamol, s.a., our 
Swiss associates, and now avail- 
able for prescription in_ this 
country, contains esfers of sall- 
cylic, p-aminobenzoic, and nico- 
tinic acids. These esters, being 
both water- and fat- soluble, 
readily pass the skin barrier in 
therapeutic quantities without 
causing irritation, and enable an 
adequate concentration of the 
drugs to be built up where they 
are needed. Transvasin not only 
induces vasodilation of the skin 
with a superficial erythema but 
also brings about a deep hyper- 
aemia of the underlying tissues 


Sattevlic acid tetrahvdr 


Nicotinic acid eth 
Nicotinic acid n-he» 
Aminobensoic acid ethyl-ester 


| Water-miscible cam base ad 100 


TRANSVASIN is available in 1 oz 
tubes at 4)-, which are obtainable on 
form E.C.10, and is not advertised 
to the public 





THE PRACTITIONER 








PROTECTIVE 
Bismuth Therapy 


in Peptic Ulcer... 


ADVANTAGES of preparations 
for the symptomatic treatment of 
hyperchlorhydria and peptic ulcer- 
ation must include neutralization 
and non-toxicity. But the protective aspect of therapy is at least as 
important. The protective agent in Roter is Bismuth subnitrate pre- 
pared by an original and exclusive process which greatly enhances the 
classically recognized protective qualities of bismuth salts and provides 
colloidal suspension which covers the gastric mucosa without “ sinking.” 


Roter produces no side-effects, contains no narcotics, and requires but 
minimal dietary restrictions. 

Roter is of particular value in chronic cases refractory to other types of 
therapy and in post-operational relapse. 


The successful results of Roter treatment are achieved by the 
economical dosage of about 2 gm. of Bi subnitrate daily as com- 
pared with an approximate 15 to 20 times this quantity required 
for other methods using the ordinary Bi salts. 


FORMULA (per tablet 

Bismuth subnitrate 350 mg 

Magnes. Carbonate 400 me 

Sod. Bicarbonat« 200 mg 

Rhizoma Calami 25 me 

Cort. Rhamn Frangulac 25 meg 
PACKINGS — 40’s, 120’s, 640’s; 720’s (P.T. exempt for 

dispensing 
Note: The cost of Roter treatment is approximately 
7d. per diem as supplied to pharmacists. 
NOT PUBLICLY ADVERTISED 


Literature on request from Sole Di tributors 


F.A.IL.R. LABORATORIES LTD 


I79 HEATH ROAD, TWICKENHAM, MIDDLESEX 
Phone - POPesgrove 2028 
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Aluphos.. 


ALUMINIUM PHOSPHATE GEL 


~ 
/ 
/ 


F Aluphos is a 


\ 
\ non-constipating 


(yo) 


/ non-systemic 


J — 


4 antacid which 


( RE boyy 


Dd) cannot cause 
A 


\ 
\ 
acid rebound 
It is free-flowing 
and deally 
suitable for 
administration 
by intra-gastric 
drip 
Further information 


A produc f of 


on request 


Benger Laboratories 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL © CHESHIRE - ENGLAND 
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IN/CONVALESCENT DIET... 








Milk is an ideal source of protein but frequently the convalescent 
is intolerant to the normal formation of curds in the stomach 

so that intake is reduced, digestion impaired and absorption 

of protein diminished. 

This problem is solved when milk is partially pre-digested 

with Benger's Food. Extremely fine curd formation is thus 
ensured resulting in improved tolerance and intake with 
maximal protein absorption. 

The photomicrographs show the effect of gastric juice on both 
milk and Benger’s Food and indicate the type of curd produced. 


Benger’s Food may be recommended with confidence 


Posieurised Milk Benge. s Food — Benger's Food — 
pre-digested for pre-digested for 
5 minutes 1S minutes 





\ 
\ 


~~~) BE eae asaezerey 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE - ENGLAND 
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MUAPIO3 


FOR THE PATIENT with chro 
v needs to remain up and a! 


mpiement! ary ! 


‘MANDELAMINE’ has an anti- 


bacterial potency equivalent to that 
of streptomycin and the sulphona- 
mides, without risk of drug-resistance 


*‘PYRIDIUM’ gives quick relief 


from distressing symptoms, by anal- 
gesia of the urogenital mucosa, with- 
out the depressant effects of narcotics 
A} =or general sedatives 





Used in combination, *‘Mandelamine’ 
and *Pyridium” give both effective 
antisepsis and gratifying symptomatic 
relief, with simple oral dosage and 
no arduous regimen 


kach* Mandelamine ' tablet contains 
6.25g. (er. 3)) methenamine man- 
delate. Each * Pyridium’ tablet 
contains 0.1g. (ar. 1\) phenyl-azo-a- 
x-diamino-pyridine hydrochloride. 














Mandelamine and Pyriduam we he re tered 


trade mark i Neper Chew ‘ Ie 


MENLEY & JAMES, LIMITED 
Coldharbour Lane, London, S.E.5 
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In the 


diseases of 
biliary tract uncomplic- 


ated with acute hepatitis, 


in functional hepatic in- 
sufficiency and in chronic passive congestion of the 


liver, the physician seeks first a cholagogue choleretic 
to give biliary support. 


The bile salts of Veracolate’ cholagogue evacuant 
are in the proportion in which they occur in fresh bile 
and help to keep the natural bile thin and free flowing. 


U pon absorption, these bile salts act as cholereties and 
facilitate biliary drainage. 


Veracolate is obtainable from all chemists in 


bottles of 


0 and 100 tablets; also available in VERA COLA TE 
bottles of 500 tablets for dispensing purposes; en 
free of purchase tax when prescribed either 

privately or on the N.H.S. The tax free bottle 


FORMULA Sodium Taurocnolate 1-07 grains 

Sodium Glycocholate 1°07 grains; Ext. Cascara 

of 500 tablets is supplied to the chemist at Sagrada 100 grains Phenolphthalein 0°50 
160. 8d. net grains ; Oleores. Capsic. 0°04 grains 








NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


William WARNER and G. ttd..Power Road,London UW 4. 
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NE —Nasal spray 


with NEOQPHRYN 


This powerful but non-irritant 
decongestant is now available 
as a spray to provide sympto- 
matic relief! whenever nasal 
congestion occurs. The new 
spray can easily be carried in 
the pocket or handbag, and 
has been precision engineered 
with a micro-jet Up to 

give an adequate dose of 


‘Neophryn’ in a fine even spray 


: whi 


U4 


Basic N.H.S. cost 


/ 
Mi 


d 


NEOPHRYN 


Manufactured in England by 
PRODUCTS LTD., Africa House, Kingsway, London, W.C.2 


Associated export cempeny © WINTHROP PRODUCTS LIMITED. LONDON 


Trade Merk 








XXVIII PRACTITIONER 





A service 
to save you time 


In the successful treatment of many 

illnesses, diet plays an important role 

but is often neglected on account 

of the time consumed by giving 

detailed instructions. 

The Energen Dietary Service serves 

the profession in preparing appropriate a ee 

regimes and shoulders the burden garding these facilities and 
or assistance and advice on 


anning correct details. 
of planning correct deta any matter of dietetics and 
nutrition write or phone to 


All services are free of charge ENERGEN 


For routine cases: 


Standard diet charts D | C TA R Y 
For special cases: 

—— SERVICE 
For detailed guidance : 25a, hy Poy SQ. 


Personal consultation with the 


Mees 


dietitian 1MBassador 9332 


IN FEBRILE CONDITIONS 


Because LUCOZADE is so palatable it is frequently given 
to children and adults in febrile conditions. These 
patients, off their food, yet in need of the sustenance which 
LUCOZADE so attractively supplies, respond quickly to 
glucose presented in this delightful, non-nauseating form. 


Lucozade 
the sparkling GLUCOSE drink 
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SULPHADIMIDINE BP 


Suspension (Oral) 


the ideal sulphonamide for children 


‘Sulphamezathine’ Suspension (Oral) provides a 
convenient alternative to ‘Sulphamezathine’ ‘Tablets, 
and is particularly suitable for children. Attractively 
flavoured, this product is a stable homogeneous emulsion 
which does not separate on storage, so that each teaspoonful 
may be relied upon to contain the same dose (0.§ gramme) 


of ‘Sulphamezathine’. 


phamezathine’ Suspension (Oral) is issued 
in bottles of 100 c.c., 500 c.c., and 2 litres 


Topical Comment on Cost. 

Under the N.H.S. the cost of 2 fi. oz. of this Suspension 
dispensed from a 500 c.c. bottle is actually less than the 
cost of 2 fl. oz. of Mist. Sulphadimidin. pro Infant 











IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 





4 su / i f Imperial Chemical Industries Ltd. WILMSLOW, MANCHESTER 


PI 271k IM 
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Not whether but how 


FERROUS SULPHATE is now recognised as the most efficient 


form of tron treatment for hypochromic anemias Ihe 
question is therefore not “ whether” but “how” it should 
be administered 


The preparation should not be too bulky, nor cause 
gastro-intestinal upset, yet it must disintegrate quickly 
and produce maximum hematopoietic response 

In *PLasruLes’ ferrous sulphate is presented in its most 
attractive form—in a semi-solid base in a capsule which 
rapidly dissolves in the stomach, thus ensuring maximum 
absorption. ‘*PLASTULES’ induce a rapid response without 
gastric upset 


*PLASTULES’ are available in four varieties Plain 
with Liver Extract: with Folie Acid: and with Hog's 
Stomach 


*PLASTULES’ Hamatinic Compound 
Trade Mark 
Wyeth 


JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, EUSTON ROAD, NW! 





Foremost among Ma ) ww | peri 


the tonic restoratives 


A special formulation, its delicate flavour rendering 
it acceptable to the most fastidious palate and 
representing Vitamin B Lig. Extract of Malt 
the Glycerophosphates of tron, Magnesium and 
Potassium, and Pepsin, together with Strychnine 
Hydrochloride | 200 grain in each fluid drachm 


Rosena is a balanced blend of pure orange juice and 
rose hip extract. The soft, pleasant flavour of the 
rose hip has been used to stabilise the orange juice 
at an acidity which makes it most pleasant and 
It is indicated in devitalized conditions as it improves acceptable to children of all ages. It does not cause 
appetite and increases mental and physical activity stomach or bowel trouble. By reason of its high 
vitamin content (not less than 56 mgms 
of Vitamin C per fluid oz.) Rosena is 
equal in Vitamin C activity to Ministry 
of Food Orange Juice and National 


- “~ {| v \ Rose Hip Syrup. It also contains three 
4 | natural sugars, which are nutritionally 
“ws ~ valuable. These comprise glucose, frurt 


sugar and cane sugar. In addition, a 
FERRIS —— further ten per cent of pure glucose has 
been added. 2/ 10d. from Chemists only 


Available in 4-07.; 8-o7.; 16-02.; 40-02. and 
80-02. bottles 











Samples on request 


a7 ieeethime |O| Rosena 


ROSE HIP & ORANGE 


WITH EXTRA GLUCOSE 
Send for a free sample and a copy of 
Vitamin C in Infant Therapy” from 


CARTER’S OF COLEFORD + DEPT. M.2 + GLOUCESTERSHIRE 


BRISTOL 


lelegrams FERRIS BRISTOL 
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= 


= literature on request 


Diet During Pregnancy 





It has long been recognised that the diet of the pregnant woman 
is of great importance in relation both to her own health and to 
the health of her baby. Surveys which have been carried out 
indicate that an adequate supply of essential vitamins is most 
necessary 

Marmite is a yeast extract containing naturally occurring vitamins 
of the B, complex and its inclusion in the diet of expectant mothers 
has been shown to be of particular value. Marmite is, therefore, 
ordered widely for distribution at maternity and child welfare 
centres and at ante-natal clinics 


MARMITE 


yeast extract 


contains 
RIBOFLAVIN (vitamin B,) 1.5 mg. per oz. NIACIN (nicotinic acid) 16.5 mg. per oz 
l-oz. 9d., 2-oz. | 4, 4-02. 24, 8-o7. 4 16-oz. 7 Obtainable from Chemists and Grecers 
Special terms for packs for hospitals, welfare centres and schools 





THE MARMITE FOOD EXTRACT CO., LTD., 35 Seething Lane, LONDON, E.C.3 




















ADVERTISED AND INTRODUCED ONLY TO THE MEDICAL PROFESSION 





4utumn and winter—the seasons of rheumatic and kindred disability 


TOPICAL TREATMENT OF PAINFUL ARTICULAR, 
MUSCULAR AND OTHER LOCAL AFFECTIONS WITH 





BENGUE’S BALSAM 


(Menthol and Methyl Sal. in high concentration in Lanoline base) 


Affords Rapid and Comforting Relief 





SMALL SIZE TUBE 21 LARGE SIZE TUBE 36 


BENGUE & CO. LTD. 


MOUNT PLEASANT, ALPERTON, WEMBLEY, MIDDLESEX 
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Local anaesthesia 


Y DASE’ (freeze-dried 
Hyaluronidase) enhances 
the speed and depth of local anaes- 


thesia, increasing the anaesthetic 

area by 40°. It is recommended 

for use in GENERAL SURGERY, 
and in ORTHOPAEDIC SURGERY for the infiltration of sprains or reduction of 
simple fractures such as the Colles. The freedom from tissue distortion 
following its use in PLASTIC SURGERY enables appraisal of results during the 
progress of the operation. 
300 T. R. units of ‘WYDASE’ , freshly dissolved in 1 c.c. of cold sterile normal 
saline, should be added to 50 c.c. of cool 


anaesthetic solution containing 0.5 c.c. of . W Y D A ~ E 4 


1: 1000 adrenaline. 





Trade Mark 


FREEZE-DRIED 


[Wyeth | John Wyeth and Brother Lid HYALURONIDASI 
- Clifton House, Euston Road, London, N.WdI 


“ “ . 
* CestraMask (2 ore. 
now watch me take my 
i<™ 


for 
SURGEONS 
and NURSES 


Made by: Robinson & Sons 
Led., Wheat Bridge Mills 
CHESTERFIELD 


BACTERIOLOGICALLY TESTED AND 
SPECIALLY DESIGNED FOR THE 
PREVENTION OF DROPLET INFECTION 


After many bacteriological experiments this mask was 
designed to arrest all droplets from the mouth and 
nose, and so to prevent contamination during operation 
The “Cestra’’ Mask consists of 4 layers of fine dental 
gauge. it fastens securely under the chin, has an air 
gap at the sides, is comfortable to wear for long 
periods and may be easily sterilized slee p Swee fer . 











Obtainable from Chemists and Medica! Stores 


- 
London Office: King's Bourne House, 229 23! ourn-vita 


High Holborn, LONDON, WC! made by Cadburys 
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SERYTHIN? 


Brand 


TABLETS 


RATIONAL SYMPTOMATIC TREATMENT OF 
ANGINA PECTORIS and CARDIOSPASM 


Prepared with a chocolate basis, each tablet contains Liq. Glycery! 
Trinit. B.P.C. 4 min., Erythrityl. Tetranit. Dil. B.P.C. } gr., Pheno- 
barbiton. B.P. | gr. The rapid action of Glyceryl Trinitrate is 
supported by the more prolonged effect of Erythrity! Tetranitrate, 
with Phenobarbitone as a sedative 

In bottles of 25, 100 and 500 tablets 


Samples and literature are available on request 


Cc. J. HEWLETT & SON, LTD. 


Manufacturing Chemists 


35-43, CHARLOTTE ROAD, LONDON, E.C.2 
and at 216, ORR STREET, GLASGOW, S.E. 








There is only ONE 


XYLOCAINE 


THE NEW LOCAL ANAESTHETIC 
—Product of Original Research 


Now available in Packings and 
Preparations suitable for ail 
Local Anaesthetic Techniques 


DUNCAN, FLOCKHART é£ CO.,LTD. 
PEC ISTS IN ANAESTHETIC 


PEGIALIte 





EDINBURGH LONDON 


AINE*® is monufactured ©. Sweder 
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What it is: Rauwiloid represents an extract of Rauwolfia serpentina, available 
as 2 mg. tablets, providing all the advantageous features of the drug in a repro- 
ducible alkaloidal mixture. Each batch of Rauwiloid is biologically tested for 


hypotensive, bradycardic and sedative effects 


What it does: The hypotensive action of Rauwiloid is of moderate intensity 
It is not apparent for several days after therapy is initiated and does not attain 
its maximum for weeks or even months. It persists for a considerable time 
after therapy is stopped. Rauwiloid produces a mild bradycardia, especially 
advantageous in the presence of the tachycardia which so frequently disturbs the 
hypertensive patient. An induced sense of well-being and emotional calm 
and a prompt relief of subjective symptoms are prominent features of Rauwiloid 
therapy 


The daily dose of Rauwiloid (2 tablets) may be taken at one time—for 
instance, upon retiring. Rauwiloid produces no undesirable side effects, even 
when given in excessive amounts. Dosage, therefore, is not critical and precise 
dosage calculation is not necessary. Rauwiloid is not a ganglionic or adrenergic 
blocking agent and does not interfere with postural reflexes. There are no known 
contra-indications. Rauwiloid summates well with other hypotensive agents 


PY i 7 ee Ce 
RAUWILOID + VERILOID 


Rauwiloid + Veriloid provides the greater hypotensive action required in severe 
or resistant hypertension. Each divisible tablet contains | mg. of Rauwiloid 
and 3 mg. of Veriloid 

The response appears to be greater than simple summation of the two effects, 
pointing to synergistic potentiation. The calming influence of Rauwiloid makes 
it possible for more patients to tolerate Veriloid, with less likelihood of side 
effects 

The average dose of Rauwiloid - Veriloid is one tablet three times daily, 
at intervals of not less than four hours, preferably after meals. This quantity 
may be increased to four tablets daily, especially after the response to Rauwiloid 
is fully apparent 

REFERENCES 


I Ihe use of Rauwolfia 2. Preliminary Observations on 3. Clinical Trial of Rau 
serpentina in Hypertensive Rauwolfia serpentina in Hyper wolfia serpentina in 
Patients, New Enel. J. Med tensive Patients, Proc. New Engl tial Hypertension 
248: 48 (Jan. #), 1953 Cardiovas. Soc., 1951-1952, p.34 Heart J., 2 350, 


,* VERILOID” and ‘‘RAUWILOID” are Registered Trade Marks 


RIKER LABORATORIES LIMITED 
29 KIRKEWHITE STREET, NOTTINGHAM 


Telephone No.: 85228 Telegrams: Riker, Nottingham 
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Safeguarding 
a birthright 


she needn't miss 
a single nursing 


for the prevention 
or treatment 
of cracked nipples... 


Masse: 


Active ogredients — 9 em ne semdine silent 


used during the last trimester of 
pregnancy — keeps the nipples pliable 
and resilient, and is useful in 
massaging out flat or inverted nipples 


used after each nursing — helps prevent 

tender nipples, fissures, abrasions and 

mastitis. MASSE hastens healing of cracked nipples 
and reduces the risk of breast infection 


easily applied by the mother — is readily 
absorbed and non-toxic to both mother and 
infant; does not interfere with nursing. 


8 Mass contains 


9-amino acridine 0.0695", and allantoin 2°, 
in a cream base. 
Supplied in cubes of | oz 


LITERATURE ON REQUEST 


Ortho Pharmaceutic al L imite ‘d 


HIGH WYCOMBE BUCKINGHAMS IRE 
Make 
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econgested f 


crookes Karvol Inhalant Capsules wi// clear 


the respiratory thoroughfare. To chlorothymol 0.7 

is added chlorbutol 6.6°.,, menthol 7.9"., and the 
essential oils terpineol, oil of cinnamon and oil of 
pine. The end of the capsule is snipped off, contents 


expressed into a handkerchief and inhaled. 
CROOKES KARVOL INHALANT CAPSULES 


Packing: bottles of 20 capsules. 
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A nd, when he’s laughed and said his say, 


He shows, as he removes the mask, 


A face that’s anything but gay.’ 
THACKERAY 


Overeating is often an expression of inward uneasiness. Many fat people, despite 
their outward appearance of joviality, are anxious and unhappy and find in food a solace for 
their troubles. They try to hide themselves behind a ‘ wall of fat’ and a facade of jolliness 
For this reason, ‘ Drinamyl’ is often helpful in the treatment of many cases of overweight 
Given before meals it curbs the appetite and, by relieving the emotional tension that 


may be at the back of the patient's habit of overeating, helps him to eat less 
Lach * Drinamyl’ Table 


"DION AUVINGIL! | nce 


Issued in bottles of 50 tablets 


an aid in the treatment of overweight 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


DLP73 for Smith Aline & French International Co., owner of the trade marks * Dexedrine’ and * Drinamyl" 











XXXVIII THE PRACTITIONER 











A NEW SPASMOLYTIC 
For peripheral vascular disease 


| [On '¢@ F Ol) 7:0. (0) 5 eeeee SPASTIC CONDITIONS *++++ 


ISCHAE NM) 
p A OF THE Feey 


(SPASMOCY Owe 
Os 
Wren, Meine 
oy Sey "ey 
“Ug, . 
FREE FROM SIDE EFFECTS “4, "hog 


now available to the Medical Profession 


we References:- BRITISH MEDICAL BULLETIN, 1952. Volume 8. No.4. p. 373 
BRITISH ENCYCLOPAEDIA OF MEDICAL PRACTICE, 1952. Volume ||, page 637 


te Made under licence from N. V. Koninklijke Pharmaceutische Fabrieken v/h Brocades-Stheeman & Pharmacia, Amsterdom 
Protected by patents, ¢.q. patent applications 


% Literature end samples available from the Sole Agents for the U.K. :— 


CAMDEN CHEMICAL CO. LTD., 61 GRAY’S INN ROAD, LONDON, W.C.1 








IN the ‘desperate’ days of the menopause—in 
functional neuroses—in hysteria—and in_ psych- 
asthenia, the value of VALERIAN in easing the 
emotional tension and restoring mental tranquillity is 
clinically demonstrated to the full by administering 


LX uv | Ii lria : Ga bai 


A highly concentrated yet palatable preparation of 
valerian with no counterpart in nodern practice 
which provides perfect sedation with complete safety 
Literature and clinical samples available on request 


Distributors 
11-12 Guilford Street 


7: ANGLO-FRENCH DRUG C0./_ eRe 
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VITA-E 


75 i.u.pergelucap 





Pioyls 


For CARDIOVASCULAR-RENAL DISEASES 


Each gelucap contains a concentrate of natural esters (d, alpha tocopheryl 
acetate) from vegetable oils, type VI, equivalent to 75 mg. dl, alpha toco- 
pheryl acetate (i.e. 75 international units) 
VITA-E is the genuine natural Vitamin E used by the 
wait Shute Institute and recommended by the Shute Founda- 
} EXTENSIVELY | tion for Medical Research and is sold under no other 





PRESCRIBED ON | name. Physicians abroad are warned against using any 
E.C.10 FORMS IN THE | brand of vitamin E not labelled in terms of international 
UNITED KINGDOM | _seunits as per standard of the League of Nations. VITA-E 
| is manufactured in England and is available in all 
countries so substitutes should be avoided 
Also available a complete range of endocrine and endocrine-vitamin prepara- 
tions including BIOGLAN-A/R capsules for rheumatism, arthritis, rheumatoid 
arthritis and fibrositis (based on the same cortical principle as CORTISONE) 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 
Tel. Address: ** BIOGLAN TOLMERS" Phone: CUFFLEY 2137 Literature on request 





See 40 years 
“EUPINAL” 


has been used successfully in the treatment of 


ASTHMA and CHRONIC BRONCHITIS 


and may be prescribed on N.H.S. Form E.C. 10 


*Eupinal"’ contains lodine and Caffeine combined in a most elegant and 
effective form. 

In chronic Bronchitis *‘Eupinal"’ softens the tough accumulated mucus in 
the bronchial tubes and allows it to be more readily expectorated. In 
Asthma it possesses a more markedly soothing effect, lessening the frequency 
of attacks and reducing their severity and duration, and relieving breath- 
lessness. *“‘ EUPINAL "’ contains no poison and is safe in use. 


* acon G 7 pa «alta 


OLDBURY - BIRMINGHAM 
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TRADE Mahe 


MIOTROL 


OESTROGEN / ANDROGEN 
COMBINATION 


For the treatment of menopausal 
disturbances and male 


Clinical trial 2 , 
carried out at Maternity climacteric. 
and Child Welfare clinics show - 
that 87 of cases of urinary oe 
ammona dermatitis healed x P. ° ° 
of re-menstrual migraine, pre- 


within one week of treatment 
; menstrual tension and 


with DRAPOLENE and did 
not recur with its continued } 
use aS @ preventive / 
DRAPOLENE contains : 
Benzalkonium chloride, a te 
non-toxic quaternary an *. dysmenorrhoea. 
monium compound qf oe J 
FORMULA : Sane 
Benzalkonium Chloride, {vailable in: 
0.01°. in a water 2-02. jars (36 - doz.) and ate 
miscible base 4-Ib. Dispensing jars “2 ‘ . 
(16 - tb.) ste Literature and price 
noes forwarded on request. 


> ie RS 


~ 


Tiki) BDO oe 
CREAM PRODUCT 


Literature available on request from the o x re ] L T D - 
Medical Department 
(Medical Dept.) 
CALMIC LIMITED THAMES HOUSE, LONDON, E.C.4 © 
CREW E HALI CREWE Telephone: CENtral 978i 
Tel: 3251-5 
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uralgi 


relief of pain in acute otitis media 


Thank you, doctor! 


2 
Vi for the 


TRs.ve B.ee 


— particularly in children 





n acute ear infections, few drugs are 
effective owing to their inability to reach the 
site of infection. By selecting an antibac- 
terial substance with a wide spectrum of 


activity and combining it with agents which 


BENGER LABORATORIES LIMITED 


HOLMES CHAPEL 


TT ae Oe lt  —— 


*"decongest, promote drainage and reduce 
discharge, this difficulty is overcome 
Auralgicin ear drops were designed for th 
purpose—they have proved porticularly 


effective 


CHESHIRE . ENGLAND 
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RESPIRATORY CENTRE PULMONARY EDEMA 
FAILURE and 
BRONCHOSPASM 








° 
Cardophylin provides | ; point coverage 
Jeede that : 


in controlling the various complications of heart failure 


Benger laboratories 


Cardophylin is presented in tablets, suppositories and 





les for intr lar and intr dministration. 


ad 


Literature is available on request. 


Cardophylin — manufactured by Whiffen & Sons Ltd., is distributed by 
BENGER LABORATORIES LIMITED « HOLMES CHAPEL + CHESHIRE « ENGLAND 
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THe Latest 
INHALATION 
ANASTHETIC 


“NEOTHYL®™ 


Brand of 


METHYL N-PROPYL ETHER 





Clinical trials of methyl n-propyl ether have shown 
that it 1s superior to diethyl ether as an inhalation 
anaesthetic in having the useful properties of the latter in 
enhanced degree without some of its undesirable features 

The new agent has been used with success in a 
variety of operations, ranging from dental procedures 
requiring a few minutes’ anesthesia to a craniotomy for 
brain tumour lasting three hours and a thoracotomy of 
stx hours’ duration for asophageal resection. Open, 
semi-open and closed circuit techniques were all used, 
the last method appears to have been that preferred in 


the majority of cases. 


J. F. MACFARLAN & CO. LTD. 


Samples and 8, Elstree Way 109, Abbeyhill 
Literature upon Boreham Wood, Herts Edinburgh, 8 


application 
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‘The peak serum concentrations 
are significantly higher. . . 


> 








RESULTS OF SINGLE ORAL DOSES RESULTS OF REPEATED ORAL DOSES 
300,000 U. PENICILLIN 300,000 U. PENICILLIN 


~ BENZY 
TAS JM 


In a comparative study of three liquid oral penicillin preparations, published in 
Antibiotics and Chemotherapy (June 1953, 3, §93-9), the authors concluded : 

‘It would, therefore, appear as a result of this comparative study that orally admin- 
istered N,N’ dibenzylethylenediamine dipenicillin G affords blood serum concentrations 
of no significantly longer duration or greater magnitude than are obtained with either 


potassium or procaine penicillins. The peak serum concentrations are significantly 





higher for procaine and potassium penicillin under the 
. ’ *ESKACILLIN’ 50 ond 
conditions of this study. 

s ‘ESKACILLIN’ 100 
The potassium penicillin preparation used was ‘Eskacillin’. are available in 2 fl. oz 
bottles. They contain 
§0,0001.u. and 100,000 1.u 
respectively, of crystalline 


tA vy potassium pemicillin G per 
ESKACILLIN'50-100 22" 
ful (1 fi. dram.: 3-§ cx 


THE IDEAL ORAL PENICILLIN FOR ALL AGES 











MENLEY & JAMES, LIMITED, COLDHARBOUR LANE LONDON, S.€E.5 


for Smuth Kline & French International Co., owner of the trade mark * Eskaciilin’ 
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chronic 


eczema 


iS a Safe non- 

sensitizing tar 
Preparation containing puri- 
fied fractions equivalent to 
5°. coal-tar ina polyethylene 
glycol base. It is a pleasant 
white preparation which 
spreads easily over the 
affected lesion and is 
sufficiently viscous to permit 
the necessary friction Be- 
cause it IS non-aqueous, 
Pixcyl does not dry the 
lesion the base is water 
soluble, thus permitting easy 


removal 


may be ap- 

plied directly 
to the lesion, rubbing it in 
gently with the finger-tips, 
or it may be applied on 
gauze or lint. This latter 
method of application ts 
particularly useful at night 
for involuntary scratching SP Mem: 
is prevented to some extent GENATOSAN 


by the dressing Permatologwa 





Further «¢ i literature 


any le may be hrained from the 


Medial Department, 


GENATOSAN LTD Loughborough : Leicestershire 
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Analgesic Therapy 


CAMS 


TAB. CODEIN. Co. B.P., 


CODIS? 


The manufacturers of ‘ Solprin’ direct your attention 
to ‘Codis’ for all those conditions for which Tab. 
Codein. Co. B.P. would have been prescribed. Codis 
possesses marked advantages. The ‘ aspirin’ in Codis 
is soluble, as in * Solprin.’ 

Placed in water, a Codis tablet provides, in a few 
seconds, a solution of calcium aspirin and codeine phos- 
phate with phenacetin in fine suspension. The chance 
of irritation of the gastric mucosa is minimised because 
there are no undissolved particles of aspirin. 

Other notable advantages of Codis, arising from the 
inclusion of aspirin in a stable and soluble form, are 
greater ease of administration and far less likelihood of 
intolerance by the patient. Being in solution, the 
aspirin is immediately available. 

bee COMPOSITION 

ot ASPIA;D Each Codis tablet weighs 11.45 grs. and con- 
Ss aay tains :—Acid. Acetylsalicyl. B.P. 4 grs., 
Ma . Phenacet. B.P. 4 grs., Codein. Phosph. B.P. 


0.125 grs., Calc. Carb..B.P. 1.2 grs., Acid. 
Cir. B.P. (Exsic.) 0.4 gers. 


Codis is not advertised to the public. 


Se J, moat 
“y } ¥ DISPENSING PACK (Purchase Tax Free) 300 tablets 
£ ano pa” in distinctive gold foils of 6 tablets each 16/6 
= per box. OTHER SIZES Packs of 20 tablets 2,7 each 
inc. P.T. (in bottles or foil). 


RECKITT & COLMAN LTD., HULL AND LONDON PHARMACEUTICAL DEPT., HULL) 
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WHILE MAN SLEEPS, the badger emerges from its ‘cete’ or burrow, 
and makes nocturnal expeditions in search of its food. But some of 
mankind, too, are awake — unwillingly Their problem is 


soothing the cough 
that causes insomnia 


In tracheitis and bronchitis the sleeplessness caused by a persistent, 
unproductive cough can be very exhausting. Tusana Cocillana Cough 
Linctus is invaluable in such cases. It provides a blend of expectorants 
to loosen the tenacious mucus, and the central sedative, codeine, to 
depress the cough reflex. By breaking the vicious circle of coughing 
and irritation, Tusana allows the patient to sleep and gather strength 
for recovery. The tendency of codeine to cause constipation is offset 
by the inclusion of a little extract of senna in the formula 

Supplied in bottles of 4 fl. oz.— 2 9d 

or in tax-free dispensing packs 
20 fl. oz. 10 74d. 80 fi. oz. 38 3d 
Prices net in Greav Britain 'o the Medical Profe 


TUSANA 


COCILLANA COUGH LINCTUS 
Literature and further information from the Medical Department 


BOOTS PURE DRUG COMPANY LIMITED, NOTTINGHAM, ENGLAND 
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Bronchitis 
Winter Cough and 


Sequelae 


There is a vast amount of evidence of the most 
positive character proving the efficacy of Angier’s 
in sub-acute and chronic bronchitis. It not only 
relieves the cough, facilitates expectoration, and 
allays inflammation, but it likewise improves 
nutrition and effectually overcomes the constitu- 
tional debility so frequently associated with these 
cases. Bronchial patients are nearly always pleased 
with Angier’s and often comment upon its sooth- 
ing, “comforting” effects. The unique soothing 
properties of Angier’s, its favourable influence 
upon assimilation and nutrition, and its general 
tonic effects, make it eminently useful both during 
and after influenza. It has a well-established 
reputation for efficiency in relieving the trouble- 
some laryngeal or tracheal cough, correcting the 
gastro-internal symptoms and combating the ner- 


vous depression and debility. 


Angier’s Emulsion 


THE ANGIER CHEMICAL COMPANY LIMITED, LONDON 8.8.1. LABORATORIES: SOUTH RUISLIT 
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For the prevention and treatment of 





post-partum haemorrhage 





NEO-FEMERGIN 
a 4 = 44 4 * a 


Neo-Femergin is an association of ergo- 
metrine tartrate and ergotamine tartrate, 
presented in the form of tablets, oral 
solution and ampoules for intravenous 


or intramuscular injection 


Neo-Femergin combines the rapid but 
transient effect on the uterus produced 
by ergometrine with the prolonged action 


of ergotamine. 


Tablets Ampoules 
Oral Solution 


Literature ard samples available on request 


LONDON, Wi 


SANDOZ PRODUCTS LIMITED 


14, WIGMORI Ritil 
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Advances in antibiotics 
with ‘Penidural’ Oral Suspension 





THE NEW PENICILLIN COMPOUND 


that remains stable for 


1s 


MONTHS WITHOUT REFRIGERATION 





The discovery of a new pemcilli alt ‘ *PENIDURAI ipplied rea fo 
DBED Dipenicillin-G has resulted in mediate use; THE PATIENT SIMPLY 
the preparation of PENIDURAI POURS THE SPECIFIED DOSE after 


Oral Suspension A stable fluid penicillin shaking the bottle The palatable aqueou 


that retains tts full potency in aqueous syrup is readily accepted by children and 


suspension for eighteen months at normal adults, and provides substantial therapeuti« 
wetthout refrieeratio it blood levels in the svstemic treatment o 


J . 
iti 


room temperature 
is thus ideal lor treatment in the patient's nuld and moderately severe mfection 


hone to pemenlin sensitive organisn 


Supplied in bottles of 2 


‘PENIDURAL’ 


Oral Suspension 


Wyeth | 


IQHN WYLTH & BROTHER LID, CLIFTON HOUSst LUSTON ROAD, LONDO 
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TERRA FIRMA 


The treatment of hamorrhoids 
rests on solid therapeutic grounds 
when it achieves relief without 


resort to narcotic or anawsthetic 
agents; these may mask the 
symptoms of more serious 
pathologic al conditions. Anusol* 


Suppositories give relief that is 


completely safe through decon- 


gestion, lubrication 


and pro- 
tection. They 
matory pressure 


remove inflam- 
on the nerve endings, soothe irritation and 
guard against the complications of bleeding and infection. 
Another notable 


feature of Anusol 
economy of the 


Suppositori . 
treatment. It 


is the 
is an impressive fact that 
Anusol Suppositories, dispensed from bulk by a chemist. are 
less expensive than their National Formulary equivalent. 
Anusol Suppositories may be confidently prescribed in the 


knowledge that they represent a most reliable and economical 
treatment for 


all uncomplicated hamorrhoidal conditions. 





NO WARNER PREPARATION HAS EVER BEEN 


Uikbiam R WARNER and © 





ADVERTISED TO THE PUBLIC 


Lia Cower Koad,Zor 


don A 
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For dependable, therapeutic 
plasma concentrations 


pes 


rn ; , \ly 
nemid ora 
atramusoularly 


of penicillin 








peniciiia | 





EIGHT HOURLY DOSAGE SCHEDULE 





Orel Potassium Pemctiin G Plus Benemid v. intramuscular Procaine Pemecitiin 
(AVERAGES OF SX PATIENTS) 














‘PENBENEMID'~ 


Penicillin with ‘Benemid’ 


THE ORAL “REPOSITORY” PENICILLIN 


Descriptive literature elad supplied on request 
‘aan / rf i / / j 


 & a SHARP & DOHME LTD ODDESDON, HERTS 
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Offers all the advantages of drip therapy 
without the inconveniences 


A maintained continuous state of gastric anacidity ! 


impossible without hospitalization a 


heretofore been 
discomfort to the patient 

Now, Nwutacin achieves this desirable state 
effectively and without attendant disadvantages. A NULACI 
tablet placed in the mouth and allowed to dissolve slowly 
medicaments at a rate which give 


simply 


releases its Contained 
continuous neutralization of 
results are comparable with 
alkah drip therapy 

INDICATIONS: NvUtactn tablets are 


of the gastric contents is requ 


the acid gastric juice. The 
those of intragastric milk 


indicated whenever acid 
neutralization ed: in active and 
quiescent peptic ulcer, gastritis 

Dosage Beginning half-an-hour 
the mouth and allowed to dissolve 


gastric hyperacidity 


ifter food a NULAcIN 


should be placed it 

During the stage of ulcer activity uf 
During quiescent periods, for pr 
of discomfort due to gastric hypera 


> to three tablets a 
be required yphy lass 
ulcer and for the relief 
the dose of NULACIN is one or two tablets between meals 

NULACIN tablets are not advertised to the public and have 
May be prescribed on E.C.10. The dispersing u 


BP. equivalent 
tax. (Price to pharmacists 


of 25 tablets is free of purchase 
f 


Also available in tubes of 12 


—mwrziee  NULACIN 


ate? 
ne eflect of ‘ ula hlet 

(3 an hour) f ' HORLICKS LIMITED, Pharmaceutical Division 
acidity when Nulacin is d niinued SLOUGH, BUCKS 

REFERENCES, British Medical Journal, 180-182, 26th July, 1952 Medical Press, 195-199 27th Feb,, 1953 
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levlole 
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LEVY 





Is 








F Sesogyee GH_ acetylsalicylic acid 


one of the most popular and effective 
non-narcotic analgesics available, its 
use has frequently been discarded by the 
physician in view of the possibility of its 


irritating the gastro-intestinal tract 


‘Alasil’, however, helps to overcome this 
objection by providing the _ beneficial 
therapeutic effects of acetylsalicylic acid 
in such a form that it is acceptable even by 
delicate or disordered digestions. This 


tolerability is due to the fact that ‘Alasil’ 





combines acetylsalicylic acid with ‘Alocol’ 
(Colloidal Aluminium Hydroxide), an 


effective gastric sedative and antacid 





For these reasons ‘Alasil’ is an analgesic, 
antipyretic and anti-rheumatic, which can 
be administered with complete confidence 
in all the conditions in which such an 
agent is indicated. It is so well tolerated 
that its use can be continued to the desired 


extent. 


“> Alasil 


the London Medical Ex 1 supply for clinical trial with full 
descriptive literature sent free on request 





hibition, Royal Horticul 
tural New Hall, Greycoat 
Street, Lond Ss.W Alasil’ is in Category 4 (Cohen Com- 
e a ondon [, 
"faite ‘a , mittee) and 1s therefore prescribable 
ovember 1rOth-20th f 1 
eerthout restr.ction under the NHS 
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In the Service... 


Research 


The House of Wander continues to maintain its advanced 
position in pharmaceuticals and quality food products 
because the standardization of active ingredients during 
manufacture is backed by careful control and investigation 
in its extensive Research Laboratories. 


In Quality 


The Wander Research Laboratories have made useful 
contributions in the fields of dietetics, nutrition and vita- 
mins. Their wide experience and up-to-date laboratory 
facilities help to maintain the high quality of Malt Extract 
and Cod Liver Oil (Wander) the vitamin content of which 
exceeds that of the analogous B.P. preparations. 


The special consideration of physicians when prescribing a 
malt and oil preparation is that of vitamin values. Com- 
parative studies prove that to prescribe “Wander Brand” 
is to specify malt extract and cod liver oil of the finest 
possible quality. 


¥ eo 
In the Service of Medicine 

Careful control and investigation help to maintain “Wander 
Brand” in the forefront of its class. Moreover, with all its 
special advantages, “Wander Brand” costs no more than 
some malt and oil preparations with a lower vitamin content. 
And since its vitamin content exceeds B.P. standards it maj 
he prescribed without restriction for therapeutic purposes 
on N.H.S. scripts, thus: 


Visit Stand No. 116 at the London Medical Exhibition, Royal Horti- 
cultural New Hall. Greycoat Street, London S.W.1. November 16-20 
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-- AN OUTSTANDING 


TREATMENT 


As a result of investigations at The Wellcome 
Laboratories of Tropical Medicine, ‘Antepar’ brand 
Elixir is now offered as a major advance in the 
treatment of threadworm infestation. 

Piperazine hydrate, the active ingredient of 
‘Antepar’, has proved to be far more efficient than any 
of the traditional oxyuricides, yet virtually non-toxic. 

In clinical trials a 97 per cent cure rate was achieved 
at the recommended dose level and no important 
side-effects were observed 

No special regimen of fasting or purging was 
required; nor were the stringent hygienic precautions, 
usually associated with threadworm treatment, necessary. 

‘Antepar’ is pleasantly flavoured and readily 
acceptable to small children. It contains 500 mgm. of 
piperazine hydrate per fluid drachm, and is available in 
bottles of 4 fl. oz. (6/6d. plus 1/3d. P.T.) and 20 fl. oz. 
(24 9d. exempt P.T.) subject to discount. 


@ Outstanding erficacy 

@ Rapid and complete cure 
@ No important side-effects 
@ Simply administered 

@ Pleasantly flavoured 

@ No special regimen needed 


en « 


" 


ba BURROUGHS WELLCOME & CO. (The Wellcome Foundation Led) LONDON 




















In the treatment of 
GASTRIC HYPERACIDITY and the 
control of PEPTIC ULCER, this 


new product acts as an antacid buffer giving 


prompt action and prolonged effect 


within a definite and safe pH range 


Fach tablet contains 
Aluminium etlycinate 


(Dihydroxy aluminium aminoacctate) 
09 Gramme 


Magnesium carbonate 0-1 Gramme 


PRODEXIN tabi 


ALUMINIUM GLYCINATE 


@ Gives prompt relief of pain. 
» P - PRODEXIN §$ tablets, each in 


@ Has a prolonged and stable antacid protective wrapping, are available 
action. in cartons of 30, at § 3d. Retail 
price includes Purchase Tax and is 


@ Raises and keeps gastric pH in the subject to Professional discounts 
‘safe zone’ of 35 to 45 
@ Facilitates healing of peptic ulcer. 


@ Is free from such side-effects as 
acid rebound and constipation. Manufactured in the Laboratories of 


@ Pleasant to take ; convenient ; C. L. BENCARD LTD 


economical. PARK ROYAL LONDON = N.W.10 
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UVIFORW ABSORPTION 


ORAT SUSPENSION 
*“NEOLIN ‘ts a flavoured suspension 


ei 19 : 
IRAD lac of benzethacil (dibenzylethylene- 
MARA 
i 4 7 I diamine dipenicillin-G), containing 
DpENZETNACE! 300,000 units per large teaspoonful 
(S ml.). It is stable at room 


*NEOLIN’ has the advantage of temperature, and is ready for use 


being uniformly absorbed, giving without mixing. 


adequate and predictable blood- DOSAGI 
penicillin levels. A’ recent. trial The dose of *NEOLIN"’ should be 


of benzethacil (Brit. Med. J. 1 (1953) ouch 88 tO Supply approximately 
three times the unitage of penicillin 


05 ire we 
805) on 101 children showed which would be given intramuscularly 


clinically effective levels in all under the same conditions 


cases after 6 hours. {vailable in bottles of 2 fl. oz. 





+ MAP 


Lil LULY AND COMPANY LIMITED ; BASINGSTOKE ; HANIS 
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‘IF a medical student in this school were asked to enumerate the causes of 





bleeding after the menopause or the causes of irregular bleeding just before 
the menopause, he would . . . place astrogens administered 

The in general practice high among the causes. (Estrogen- 
Symposium induced bleeding is, in fact, a new disease in gynecology’ 
It is on this challenging note that Professor H. C. McLaren 

opens his article on “The present status of hormone therapy at the meno- 
pause’ in this month’s symposium on gynzcology. His closely reasoned re- 
view of the subject, stressing as it does the practical aspects of the problem, 
will prove of help to the man in practice in allowing him to decide the type 
of case in which such therapy is likely to be of value. ‘The synthetic aestrogens 
are not the only ‘recent advance’ that has influenced developments in gynz- 
cology. ‘The introduction of the antibiotics has been as beneficial here as in 
other branches of medicine and surgery, and this is well brought out in 
Mr. Percy Malpas’ article on “Tuberculosis of the female genital tract’ and 
Mr. C. M. Gwillim’s article on ‘Salpingitis’. ‘The changing age-incidence of 
the population has brought new problems to the gynacologist, which are re- 
viewed by Professor W. I. C. Morris in his article on ‘Gynaecological dis- 
orders in old age’. ‘Disturbances of micturition in women’ have always con- 
stituted a large part of gynacological practice. ‘Their treatment ranges from 
the simplest of measures to some of the most technically difficult procedures 
in this specialty, as 1s shown by Professor ( hassat Noir in his disc ussion ol 
the subject. Amid all the interest evoked by ‘recent advances’ there is a 
tendency to neglect the old, and it has therefore seemed timely to introduce 
the symposium by an article on ‘Fibroids and their management’, in which 


Professor R. J. Kellar presents a concise picture of the subject 


THE importance of the admirable review of general practice recently pub- 
lished in the British Medical Journal (September 26, 1953) is the attention 
it focuses on two outstanding problems the lack of correlation 

The between the three main branches of the National Health Service, 
Family and the urgent necessity for evolving some method whereby 
Doctor quality of work, rather than quantity, can be rewarded and 
stimulated. As The Times has pointed out, ‘the service offers the 


general practitioner no very evident incentive to good work and many 


temptations to pass more of his responsibilities on to the chemist or the 
hospital. Though there is nothing irretrievable in this state of affairs, yet 
neither the B.M.A. nor anyone else at present sees any very clear means of 
retrieving it. ‘he implications of present trends must be dispassionately 
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faced and debated’. ‘The simple fact is that there is no easy solution. It is 
not a question merely of financial award, nor of qualifications, nor yet of 
length of experience. Rather is it a combination of these, together with those 
almost immeasurable factors of character and intuition. This is not a problem 
which can be solved by a Government department, nor is it one which the 
British Medical Association, by its very nature, is particularly well qualified 
to tackle. It may well be that the newly created College of General Prac- 
titioners is the body best fitted to deal with it, and we would suggest that 
this is a matter to which it might give priority in its programme. 

It is, of course, closely linked with the differentiation between consultants 
and general practitioners which the National Health Service has done so 
much to accentuate. The Economist, in its typically epigrammatic style, has 
probably got as near the truth as anyone in pointing out that ‘it may be 
specialized medicine rather than socialized medicine that represents the 
graver danger’. It is here that the Royal Colleges have a duty to perform in 
maintaining the great traditions of British medicine. ‘They have had a 
difficult réle to perform since the institution of the National Health Service 
and, not unnaturally, the interests of their Fellows have had priority. Now 
that the Service is settling down, it is to be hoped that they will be able to 
turn their attention to what is now the urgent problem of helping the 
general practitioners of the country to preserve their status as the family 
doctors of the nation. The narrow sectional interests which have been 
artificially stimulated by the National Health Service must now give way to 
a concerted effort, and in such an effort the prestige and statesmanship of 
the Royal Colleges are essential if success is to be attained. 


“THe future with regard to the prevention of poliomyelitis by means of 
vaccines or in certain circumstances by y-globulin would appear to be very 
hopeful’. It is on this encouraging note that A. J. Rhodes con- 

A cludes his review of ‘recent advances in the study of polio- 
Polio myelitis’ in the symposium on ‘viruses in medicine’ in the 
Vaccine current issue of the British Medical Bulletin (1953, 9, 196). An 
equally optimistic note was struck by A. J. Steigman in our 

July issue (The Practitioner, 1953, 171, 5). This welcome development in the 
intensive campaign against poliomyelitis is largely the result of the discovery 
by Enders and his colleagues, in 1949, that poliomyelitis virus can be pro- 
duced in tissue culture. Previously, experimental work on monkeys was 
carried out with suspensions of nervous tissue, with its accompanying 
hazard of ‘allergic’ encephalomyelitis. ‘his hazard does not exist with in- 
activated virus vaccine from tissue cultures. Such vaccines have been shown 


to produce a brisk antibody response in monkeys, and Salk has recently 
reported the results of inoculating a small group of persons with virus grown 
in tissue culture and made non-infectious by treatment with formaldehyde ; 
the inoculum acted as antigen and stimulated the development of antibody. 
Rhodes considers that the objective of a vaccination programme in polio- 
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myelitis ‘would be to stimulate the development of sufficient serum antibody 
to protect against extra-alimentary multiplication of virus and invasion of 
the central nervous system. Vaccination would be recommended for children 
between the ages of six months or a year and the early teens. Between these 
ages the level of serum antibody is known to be low’. The step from the 
production of a safe and effective vaccine on the laboratory scale to its pro- 
duction on the large scale that would be necessary to cope effectively with 
poliomyelitis as we now know it, is one fraught with many hazards and dis- 


appointments, but the mere fact that such a vaccine has been produced is 


one of the most important advances in the long and arduous battle which the 
virologists have been conducting for the last two decades. It is in a mood 
of sober optimism that we can now await the conquest of this major hazard 


to the health of the community. 


EVERY year some 20,000 unwanted dogs are destroyed in the Metropolitan 
Police area, whilst it is estimated that over the country as a whole some 
200,000 cats are destroyed in the same period. At the same time, 

Cats, medical and veterinary research is being severely handicapped by 

Dogs, the difficulty that is being experienced in obtaining supplies of cats 
and and dogs for investigational purposes. In drawing attention to this 

Man anomalous state of affairs at the recent meetings of the British 

Association, Dr. W. Lane-Petter, director of the Laboratory 
Animals Bureau of the Medical Research Council, pointed out that this 
shortage in research laboratories ‘could be corrected almost overnight if a 
small proportion of the vast number destroyed in any urban area was made 
available to the laboratories; and these need never include any animals 
whose owners objected for any reason at all, for most of those now killed 
have no owner. If reputable public bodies were to assist the laboratories in 
this humane task the private dealer would go out of business, medical research 
would be the richer in time, money, and, above all, opportunity, and human 
and animal suffering would be substantially reduced’, 

‘The response to this practical and humane suggestion on the part of one 
of these ‘reputable public bodies’ the Royal Society for the Prevention of 
Cruelty to Animals—can only be described as frankly obstructive. It fully 
justified Dr. Lane-Petter’s comment that it ‘might lead one to imagine that 
the R.S.P.C.A. is beating the anti-vivisectionist drum, if one did not know 
that this society is not in principle opposed to animal experiments’. No one 
would suggest that cats or dogs that are handed over by their owners for 
destruction should be used for experimental purposes, but it is carrying 
sentiment to the stage of cruelty to oppose the use of unclaimed and stray 
cats and dogs tor such purposes, especially in view of the stringent rules and 
regulations under which such investigations are carried out. It is unfortunate 
that the R.S.P.C.A. should have found it necessary to take up this attitude 
Its officials, more than most members of the community, should be aware of 
the tremendous benefits that experimental research has brought to the reliet 
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of pain and suffering in animals. ‘The logical conclusion to their present 
action would be that they should forbid any veterinary surgeon or sick 
animal dispensary to use modern anesthetics or antibiotics in their practice. 
We wonder how many of their members, who are mothers or fathers, would 
be prepared to watch their children die from diphtheria or meningitis be- 
cause the only way of saving them was to use serum or drugs that had been 
discovered as a result of experiments on animals, including cats and dogs. 


A PUPIL’s interpretation of his master’s teaching may not always be accurate, 
especially if the element of adulation enters into the relationship. Making 
all due allowance for this, however, as well as for the similarity 

Sino-Soviet to the somewhat monotonously obsequious tenor of com- 
Medicine parable articles from the satellite European countries, there 
is much to be learned about Russian medicine from an article 

on ‘learning from advanced Soviet medicine’ by Dr. Fu Lien-Chang, 
president of the Chinese Medical Association, in a recent issue of the 
Chinese Medical Journal (1953, 71, 241). According to Dr. Fu Lien-Chang, 
‘Soviet medical science is the most advanced in the world. It is based on the 
scientific method of dialectical materialism and its development is closely 
linked to the needs of the people. By mastering the science of dialectical 
materialism we could actually and correctly understand the physiological 
phenomena of the human body, investigate the causes of human disease and 
proceed to work out effective methods of prevention’. Soviet medicine’s two 
great contributions to medical progress are ‘painless labour’ (92.8 per cent. 
success in the first 5,934 cases) and Filatov’s tissue therapy which has 
‘therapeutic value’ in asthma, peptic ulcer, optic atrophy and cicatricial 
contracture. Soviet medical practice is also ‘rich in experience in physio- 


therapy’. Surgery, apparently, is not encouraged: ‘unless operation is 


absolutely necessary, conservative treatment would be given’. 

All, however, does not appear to be well in the new China. ‘It is regrettable 
that in medical institutions in the whole country untoward incidents still 
occur to a serious degree’. ‘Then again, what has been done ‘in learning from 
Soviet experience is far from enough. ‘This is especially true of promoting 
systematically the advanced methodology of Soviet medicine, as for example, 
our research and medical workers’ lack of a coordinated plan to carry out 
their work of investigating and teaching Pavlov’s theory’. Finally, there are 
apparently still Chinese doctors who hanker after what they learned in the 
pre-Soviet days: ‘We should oppose the bliid worship of America and 
Britain and set ourselves against narrow conservatism. We should fully 
realize that vigorous growth and development of medical science in China is 
possible only through learning from the Soviet Union’. The inscrutable 
Chinaman is a traditional figure in Western civilization. ‘That tradition has 
not changed overnight is suggested by the fact that this panegyric in praise 
of Soviet medicine, like all the rest of the journal in which it appears, is 


printed in English —not Chinese or Russian. 





FIBROIDS AND THEIR MANAGEMENT 


By R. J. KELLAR, M.B.E., F.R.C.P.Ep., F.R.C.S.Ep., F.R.C.O.G. 
Professor of Obstetrics and Gynacology, University of Edinburgh. 


‘THERE is little to be added to the standard descriptions of uterine fibroids. 
During the past decade virtually no progress has been made in our under- 
standing of the cause of these tumours. ‘Treatment, with few exceptions, 
remains operative, and the principles of myomectomy or hysterectomy laid 
down by the late Victor Bonney many years ago are still followed. Attempts 
to treat these growths by sex hormone preparations are relatively unsuccess- 
ful, and radiotherapy plays a minor but useful function in the management of 
fibroids in women who are poor operative risks. 

Fibroids are the most common tumours affecting the human body and it 
search is made at post-mortem examinations it is found that over a quarter 
of all female cadavers have fibroids present in the uterus. ‘The tumour arises 
from uterine muscle and at an early stage is a pure myoma. Soon, however, 
a fibrous stroma is found, and the texture of the tumour becomes harder. 
‘Thus the term ‘fibroid’ is not strictly correct but is universally used by 
English-speaking doctors. ‘The stimulus causing the growth of these 
tumours, so often multiple, is unknown but attempts have been made to re- 
late their origin and growth to the action of estrogens. Experimentally, the 
administration of large and prolonged dosage of aestrogens has produced, on 
occasion, small tumour growths that have some superficial resemblance to 
human tumours, but at present there is not a scrap of evidence that women 
with fibroids are secreting excessive amounts of cestrogenic hormone. In 
fact, in one patient with multiple fibroids whose urinary cestrogens were 
measured chemically for us the quantity found was well within normal 
limits. Accurate chemical estimation of urinary astrogens has only recently 
become possible and we can expect this question to be settled during the 
course of the next year or two. It should be remembered that fibroids grow 
only during menstrual life and thus there must be some close relationship to 
ovarian function. It has been suggested that the connexion is not hormonal 
in the sense that the tumour is directly stimulated by the ovarian secretions, 


but is simply due to the vascular conditions of the uterus. Absence or with- 


drawal of cestrogens is associated with a poor vascular supply to the uterus 


MORBID ANATOMY 
The growths vary in size from tiny microscopical hodules to masses filling 
the whole abdomen. Characteristically, fibroids found in the body of the 
uterus are usually multiple whereas those found in the cervix are usually 
solitary. ‘Tumours of the body of the uterus may be subserous or subperi- 
toneal, interstitial or submucous. In any given specimen it is likely that all 
types will be found. Subserous tumours may develop a pedicle and this may 
undergo torsion. If the process is relatively slow, omental adhesions may 
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bring to the tumour a new blood supply. Lateral subserous growths may 


burrow out between the layers of the broad ligament and cause grave dis- 
tortion of the ureter; they may even form large retroperitoneal masses which 


AMUCOUS FIBROID: 


YDOMETRIOSIS 


EXAMPLES OF UTERINE FIBROIDS 


give rise to considerable technical difficulties at operation. Interstitial fibroids 
may not greatly distort the apparent shape of the uterus and it is extra- 
ordinarily easy to fail té diagnose a single fibroid in the fundus of the uterus. 
The submucous fibroid gives rise to menorrhagia before it has attained any 
great size. Consequently, it may readily escape the exploring curette or 
sponge forceps at operatior. Occasionally it may develop a pedicle and 
gradually be extruded through the cervical canal as a fibreid polyp. If the 
pedicle is broad and attached to the uterine fundus then inversion ot the 
uterus may occur. ‘The endometrium covering such a polyp soon becomes 
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infected and consequently a fibroid polyp is usually ulcerated and sloughing. 
Such a mass can be mistaken for a cervical cancer. A cervical fibroid is more 
otten to be found on the posterior than on the arterior lip. Its growth is 
unlikely to cause symptoms until the tumour has reached a size not far short 
of a fatal head. ‘The urethra has become elongated and the bladder an 
abdominal organ. Sudden urinary retention may well be the first symptom 
of such a tumour. 

The blood supply of a fibroid is always somewhat precarious, At first the 
small vessels enter and leave the tumour circumferentially through the 
layers of ‘compressed’ uterine muscle forming the talse capsule. As the 
tumour grows, one leash of vessels is likely to hypertrophy and form the 
main blood supply. During pregnancy because of Braxton Hicks’ contrac- 
tions, or during the involution of the puerperium, there may be a slight 
rotation of the tumour within its capsule. ‘This may lead to an infarction of 
the tumour due to the venous return being cut off. ‘The condition is not 
uncommon and is known as red degeneration or necrobiosis. Apart from 
pregnancy, the blood supply of a fibroid is seldom adequate so that de- 
generation is likely to occur. 

Fibroids when cut open exhibit a characteristic whorled appearance. 
Histologically, the tumour is composed of varying proportions of fibrous 
and unstriped muscular tissue. On examination, most fibroids will show 
areas of hyaline degeneration. In these areas the cells and nuclei disappear and 
are replaced by a homogeneous evenly staining material, the chemistry of 
which does not appear to have been studied in any detail. ‘'wo things may 
happen when hyaline degeneration occurs: cystic areas may form or calcium 
salts may be laid down. ‘The consistency of a fibroid is usually greater than 
that of normal uterine muscle although great variations exist. When cystic 
degeneration occurs the tumour naturally acquires a different consistency 
and may be mistaken for a pregnancy or an ovarian cyst. When calcification 
occurs the tumour at first becomes firmer and gritty when cut; later it may 
become densely hard-—a true womb stone which casts spectacular shadows 
on the x-ray plate. Fatty degeneration is a peculiar pathological curiosity and 
likely to be considered sarcomatous when, following removal, the specimen 
is cut in the theatre. 

Red degeneration has already been commented on and appears to be due to 
an infarction ot the tumour. When the cut curface is examined it is found to 
possess a reddish homogeneous colour which is quite unlike the pale coleur 
of a healthy tumour. /nfection and su®puration of fibroid tumours may occur 
although these are not often seen apart from submucous pedunculated 
tumours, when infection is the rule. Sarcomatous degeneration is the most 
sinister of all the secondary changes of fibroids. ‘he incidence of this is 
extremely difficult to compute. In laboratories dealing with a large amount 
of material and when many individual tumours from the same specimen are 


examined, the incidence of sarcomatous degeneration is generally taken as 


0.5 to 1.0 per cent. ‘The degree of malignancy varies enormously and our own 
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experience is that only 10 per cent. of such patients with unequivocal sarco- 
matous degeneration in their fibroids will survive operation more than five 
years, 


FIBROIDS AND ASSOCIATED PATHOLOGICAL CHANGES 
The presence of fibroids in the uterus will often distort and enlarge the 
uterine cavity and thus lead to the common symptom of menorrhagia. Sub- 
mucous fibroids are notoriously likely to lead to this symptom. The endo- 
metrium is unaffected in most cases and the normal histological changes of 
the menstrual cycle take place. In some women suffering from uterine 
fibroids the condition of metropathia hamorrhagica may be present in the 
endometrium, but this would not appear to be a special tendency. ‘The 
uterine tubes are often the seat of a salpingitis. More often than not this is of a 
mild catarrhal form and may be symptomless; occasionally an acute sup- 
purative salpingitis may be the first sign that fibroids are present in the 
uterus. ‘The ovaries are often the seat of retention cysts. Endometriosis is 
present to a greater or lesser degree in about one-quarter of all cases which 
come to operation. In some patients the disease is extensive, and bilateral 
chocolate cysts and extensive adhesions in the pouch of Douglas and else- 
where in the pelvis lead to a symptom-complex which completely over- 
shadows that of the uterine fibroids. In many cases the endometriotic pro- 
cess is minimal and largely symptomless. It has often been alleged that a 
uterus which is the seat of fibroids is more likely to be affected by adeno- 
carcinoma than the normal uterus. However, recent analvses seem to dispose 
of this idea. Other features such as sterility, body habitus, menopausal 
menorrhagia and diabetes mellitus seem to be more closely associated with 
adenocarcinoma of the endometrium than are fibroids. Uterine fibroids have 
no effect on the presence or absence of carcinoma of the cervix. 


CLINICAL FEATURES 
It has already been noted that fibroid tumours of the uterus are extremely 
common, and that in only a relatively small proportion of women do they 
cause symptoms. Fibroid tumours do not arise before puberty and are un- 
likely to cause symptoms before the age of twenty-five. Thereafter they be- 
come more likely to cause symptoms. For the purposes of this article | have 
analysed the case histories of 150 consecutive patients suffering from 
fibroids who have been admitted to my wards at the Royal Infirmary, 
Edinburgh. Half of the patients were aged between 37 and 46 years of age 
and a third between 47 and 56. Only five patients were aged over 57 and one 
below 25. It should be remembered, however, that fibroids may be present 
many years before they cause symptoms. About a third of the patients who 
were married had never conceived and this is three times the expected rate 
of infertility. The problem of fibroids and pregnancy will be ciscussed later. 
There is a tendency to regard parity as militating against the growth of 
fibroids, but 51 of our patients had had two or more children and of these, 
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13 had families of four or more children. Certain races seem prone to de- 
velop fibroids and the American Negress is notorious in this respect. 

The symptoms of fibroids are many but the two most important ones are 
uterine hemorrhage and pain. Abdominal swelling is much less likely to be a 
presenting symptom. Other symptoms such as disturbances of micturition 
and backache may be associated with the growths, and disturbances of 
function in the nature of sterility may be a presenting complaint. A chronic 
anzmia is the rule in those women suffering from excessive bleeding who 


have delayed seeking advice. 


Uterine Bleeding 

Menorrhagia is the most common presenting symptom and was com- 
plained of by 50 per cent. of our patients. In some patients menstrual func- 
tion is apparently upset and irregular uterine bleeding occurs. This is often 
preceded by a period of menorrhagia. ‘he cause of the bleeding in the vast 
majority of patients 1s the increased size of the endometrial area of the 
uterus, and some authors believe that uterine contractions, which play some 
part in the control of menstrual loss, are less efficient. Although this is 
generally true, other causes of bleeding in the presence of fibroids must be 
considered. Grossly irregular bleeding is likely to be associated with a 
fibroid polypus which may well have passed through the cervix. In women 
at or over the menopause carcinoma of the endometrium or, less commonly, 
sarcomatous degeneration of a fibroid must be considered. Continuous 
vaginal bleeding in women over forty may well be due to an associated 
metropathia hamorrhagica. It should never be forgotten that profuse 
uterine bleeding in the presence of fibroids may be due to an abortion. 
Carcinoma of the cervix is always a possible cause of irregular bleeding. 
Many of these women suffering from menorrhagia have allowed their health 
to deteriorate to an alarming degree and the blood haemoglobin may be as 
low as 40 to 50 per cent. Breathlessness, tiredness, swollen ankles and other 
symptoms of a chronic anemia may well be present. ‘Treatment of such 
patients is one of the most satisfactory in medicine. Following hysterectomy 
the ailing, pallid, unhappy woman is changed within a matter of weeks into 
an entirely different state of health and her gratitude knows no bounds. 


Abdominal Pain and Enlargement 

Abdominal enlargement is the most common presenting symptom of 
simple ovarian cysts but this is not so with uterine fibroids. By the time the 
tumour masses have grown out of the pelvis, distortion and enlargement of 
the uterine cavity will probably have occurred and menorrhagia will be 
present. It is exceptional for fibroids to grow above the level of the um- 
bilicus when their presence is likely to be noted by the patient without other 
symptoms arising. 

Abdominal pain is not infrequently a presenting symptom and in most 
cases must be due to some associated pathological condition for, generally 
speaking, uncomplicated fibroids do not give rise to abdominal pain. Sal- 
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pingitis may be the cause of the pain and this varies in intensity according to 
the severity of the inflammation present. Pain may be due to endometriosis 
and in this event is likely to begin as dysmenorrheea with gradually increasing 
severity. One of the most extraordinary features of endometriosis is that the 
severity of the pain bears little relation to the extent of the disease. A ‘frozen’ 
pelvis may be virtually silent; a single endometriotic nodule may give rise to 
almost unbearable dysmenorrhaea. A fibroid polypus may give rise to pain 
during its passage through the cervical canal and then the pain is often of 
characteristic cramping variety. In our own series of cases lower abdominal 


pain was present in one-third of the patients and it cannot be said that its 


cause could be determined in all cases. ‘There would seem to be little doubt 
that many women with fibroids do complain of lower abdominal discomfort 
scarcely amounting to pain and that this must have its origin either in the 
tumours themselves or be due to pressure on surrounding structures. Red 
degeneration gives rise to very severe lower abdominal pain. Although this 
is most commonly met with during pregnancy, it can occur in the non- 
pregnant patient. Its occurrence is often forgotten and the exact diagnosis 
is not made until the specimen is examined after operation. Red degenera- 
tion was found only once in our series of 150 gynzcological patients. ‘Torsion 
of a pedunculated subserous fibroid is a very occasional cause of pain. 
Backache is such a common gynecological complaint that it is difficult to 
assess its importance as a symptom of fibroids; suffice it to state that 63 out 
of our 150 patients complained of backache. Standard gynzcological text- 
books have generally minimized pain as a symptom of uterine fibroids, yet 
in our series it was only second to menorrhagia as a presenting symptom. 


Other Symptoms 

Urinary symptoms are probably no more common in fibroids than in other 
gynxcological conditions. Frequency and mild stress incontinence are found 
so often in parous women that they have little significance as symptoms of 
serious disease. Mechanical difficulties of micturition, such as difficulty in 
starting the act or actual retention, are most likely to be due to cervical 
fibroids. 4A leucorrhwal discharge is most likely to be due to an associated 
cervicitis but there seems to be some evidence that a vaginal discharge may 
be due to the secretions from the enlarged endometrial cavity. A foul blood- 
stained discharge is often an important symptom of an extruded fibroid 
polypus. ‘The character and odour of the discharge are equalled only by that 
due to cervical cancer or a forgotten vaginal tampon or pessary. 


rHE DIAGNOSIS 
As has already been noted, the patient seeking help for symptoms due to 
fibroids is most likely to be aged about forty. She may or may not have had 
a family but, if so, then probably she has not been pregnant for some years 
preceding the onset of her symptoms. Her appearance may vary from one of 
perfect health and happiness to that of an ill, anemic woman. ‘The com- 
plaint of menorrhagia will immediately suggest the presence of fibroids or 
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possibly of some endocrine disorder; one of abdominal enlargement 
suggests that of an ovarian cyst or fibroids, but many women at the meno- 
pause complain of lower abdominal enlargement due to gaseous distension 
of the large bowel; and lower abdominal pain suggests the presence of a 
long-standing cervicitis if associated with a chronic discharge or of pelvic 
inflammatory disease. Dyspareunia is likely to be present in these two con- 
ditions and also in endometriosis. In this condition an increasing dysmenor- 
rheea is usually present. 

Fibroids may be described as being large when they extend above the 
level of the umbilicus, medium sized when the summit of the tumour mass 


is between the symphysis and the umbilicus, and small when they are within 
the pelvis. Medium and large fibroids can be seen or felt on abdominal in- 
spection or palpation. ‘The surface of the tumour is firm and smooth although 


several separate masses can on occasion be palpated. ‘There is usually some 
lateral mobility. A cystic tumour occupying this area is most likely to be an 
ovarian cyst although occasionally a cystic fibroid may be present and mimic 
an ovarian tumour. Unless there is some associated pathological change, 
palpation of the surface of the tumour does not cause pain. Vaginal and 
bimanual examination will be necessary to confirm the abdominal findings 
and to establish the diagnosis of small fibroids. ‘The cervix is often pulled 
up and may be tucked up between the symphysis or almost out of reach in 
the region of the promontory. Lateral movement of the abdominal mass 
will cause movement of the cervix and establish the continuity of the cervix 
with the abdominal tumour. Small multiple fibroids can readily be detected 
by the characteristic nodular shape they impart to the uterus. 

The type of fibroid which gives rise to most difficulty in diagnosis is that 
which enlarges the uterus symmetrically. Here the enlargement of the 
uterus may be suspiciously like that of a pregnant uterus, but the absence of 
amenorrheea, of softening of the cervix and of breast changes will strengthen 
the diagnosis of fibroids. It may be noted that on occasion a uterine souffle 
can be heard over the uterus which is the seat of fibroids. Another difficult 
type of case is that in which the uterus is the seat of one or two very small 
submucous fibroids. In such a patient the uterus may scarcely be enlarged 
and even the skilled may fail to establish their presence at curettage. A 
pedunculated sloughing fibroid bears a superficial resemblance to carcinoma 
of the cervix but the encircling healthy cervix can be felt above the mass 
although, in the nulliparous patient, this may be difficult to establish without 
anzsthesia. At a stave before expulsion of the polypus its lower pole can be 
felt through the partially dilated cervix. 

The diagnosis of fibroids in the average case is not usually very difficult, 
but it should be remembered that they are not necessarily the cause of the 
patient’s symptoms. Is the menorrhagia possibly due to cancer or an 
abortion? Is the pain due to salpingitis, sigmoiditis or endometriosis? Before 
subjecting his patient to laparotomy the gynacologist often examines her 
under anzsthesia and carries out a diagnostic curettage. 
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rHE TREATMENT OF FIBROIDS 

In our day-to-day gynzcological practice we see many women who have one 
or two symptomless uterine fibroids. Perhaps they are suffering from no 
more than a vaginitis or a cervicitis. Such women certainly do not require 
treatment for their fibroids. Similarly, we often discover small fibroids in 
the wall of the uterus during pregnancy; seldom do these women require 
treatment for such fibroids in the immediate or remote postpartum period. 
In all cases in which fibroids are causing symptoms operation is recom- 
mended, Whenever possible the operation carried out is that of myomec- 
tomy and the exquisite techniques introduced by Victor Bonney have 
allowed of the conservation of a uterus apparently hopelessly distorted by 
multiple fibroids. If the patient has no desire to preserve her uterus then the 
operation recommended is that of total abdominal hysterectomy with or 
without conservation of the ovaries. ‘The operation is most satisfactory, and 
modern methods of pre- and post-operative care together with skilled 
anzsthesia have reduced the operative mortality to extremely low figures. 
Our own mortality rate for all total hysterectomies performed for non- 
malignant uterine conditions during the past five years is less than 0.25 per 
cent. 

Some women, however, cannot face a surgical operation or, because of 
other disease, may not be suitable subjects for operation. Such patients may 
be treated by irradiation. Provided that the tumour is of moderate size and 
there is no associated pelvic inflammatory disease, this method of treatment 
forms a reasonable second-best. X-rays cause an amelioration of the patient's 
symptoms by destroying ovarian function and possibly by some direct 
action on the tumour itself. The fibroids, of course, do not disappear. 
Women who are approaching the menopause may ask whether or not they 


can postpone operation or avoid it altogether by awaiting the cessation of 
menstrual function. Rest in bed with the administration of ergot or the use 
of male sex hormone may hold the menorrhagia in check for some time, but 
it is difficult for the patient or her medical adviser to know when to expect 
the menopause. In point of fact, there is considerable evidence that women 
suffering from fibroids tend to have a late menopause and procrastination of 


this type is not usually to be recommended. 
Submucous fibroids, once they have developed a pedicle, may readily be 
avulsed. Often this is all that is required, but occasionally hysterectomy may 


be necessary at a later date. 


SARCOMATOUS DEGENERATION IN FIBROIDS 
Sarcomatous degeneration occurs in a small percentage (0.5 to 1 per cent.) 
of fibroids. Unfortunately, the disease may spread far and wide before 
symptoms occur but pain and loss of mobility associated with increasing 
menorrhagia or post-menopausal bleeding are suggestive symptoms. If the 
patient or her medical attendant knows that an abdominal mass has been 
present, then rapid increase in size is of sinister import. 
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‘Treatment of such cases can only be by radical hysterectomy with re- 
moval of the appendages, as irradiation is of little or no avail. ‘There are few 
survivors of this group of patients. Sarcoma spreads early by the blood 
stream and local operation cannot be expected to yield satisfactory results. 


FIBROIDS AND PREGNANCY 

‘That there is some association between fibroids and conception is undeniable 
and we have noted that the incidence of infertility in women with fibroids ts 
comparatively high. But just why this should be the case is not known. ‘The 
mere fact that many women with fibroids do conceive and carry a child to 
term successfully, indicates that the mere presence of fibroids is not sufficient 
explanation. In a woman with fibroids who cannot conceive, myomectomy 
should be performed only when all other causes for infertility have been 
excluded. Even then her chances of conceiving do not appear to be more 
than one in three. Abortion appears to be more common when the uterus 
harbours fibroids, and the woman with fibroids who becomes pregnant must 
exercise great caution in the first half of pregnancy. If abortion takes place, 
myomectomy should be carried out before the patient embarks on another 
pregnancy. One at least of the fibroids may well be submucous. 

Red degeneration is not very uncommon in pregnancy. ‘The patient may or 
may not have been aware of the presence of the fibroid. ‘he constant 
symptom is pain which varies greatly in intensity. The fibroid is locally 
tender if palpable. There are usually some pyrexia and leucocytosis. ‘lhe 
tenderness takes two, three or more weeks to disappear and during this time 
the patient should be kept in bed. When the pagn is very acute morphine 
and, later, aspirin will be necessary to make the patient comfortable. Opera- 
tive treatment is seldom required and is resorted to only when it has been 
impossible to exclude some other serious abdominal catastrophe. In such 
cases myomectomy should be attempted. 

When the patient is approaching term a decision on the mode of delivery 
will have to be made and will naturally depend upon the number of fibroids 


present. ‘I'he presence of several small fibroids is unlikely to affect the normal 


course of labour. When one or more large fibroids are present dystocia may 
well arise, especially when the tumours are situated in the lower uterine 
segment. But it is quite remarkable how such a uterus will undergo the 
phenomena of contraction and retraction and how tumours situated in most 
unfavourable positions may be drawn up above the presenting part. Accord- 
ingly, most obstetricians allow a form of trial labour and are prepared to 
carry out section as soon as it becomes apparent that labour is not progress- 
ing satisfactorily. ‘The incidence of disordered uterine action and of 
postpartum hamorrhage would appear to have been greatly exaggerated 
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DISTURBANCES OF MICTURITION IN 
WOMEN AND THEIR MANAGEMENT 


By J. CHASSAR MOIR, M.D., F.R.C.S.Ep., F.R.C.O.G. 
Nuffield Professor of Obstetrics and Gynaecology, University of Oxford. 


IN gynxcological practice disturbances of micturition can most usefully be 
considered under the two headings of incontinence and retention. 


ETIOLOGY OF INCONTINENCE OF URINI 
ack of bladder control is a common gynecological complaint. ‘The causes 
are many and varied, and I shall start by listing the usual ones. 

Stretching of the bladder and vaginal supports.--Vhis commonly occurs 
after childbirth and is evidenced by a bulging of the anterior vaginal wall 
(cystocele) when the patient strains. ‘his relaxation often causes urinary 
leakage of the ‘stress incontinence’ type. ‘The quantity of urine lost does 
not amount to more than a few drops at a time, but the constantly recurring 
wetness may greatly inconvenience the patient. In recent years there has been 
much study of the relationship of the urethra to the bladder, and of the 
changes which occur during micturition. Roberts, using radiological 
methods, has shown that the angle which the urethra normally makes with 
the bladder is much lessened in cases of true stress incontinence. 

Damage to the bladder or urethra causing a vesico-vaginal fistula.—This 
may occur after difficult lagour and causes constant ‘dribbling’ of urine. One 
type is a direct injury caused by over-forceful attempts at delivery or by 
clumsy use of instruments; another is a necrosis caused by a prolonged 
compression of the bladder wall between the feetal head and the symphysis 
pubis. In the latter type, incontinence may not start until the eighth or 
tenth day after delivery the time when the slough separates. 

Unfortunately, vesico-vaginal and uretero-vaginal fistula are also, not 
uncommonly, caused by injury during gynecological operations. In a series 
of more than 100 cases of urinary fistula, I have found that approximately 
two-thirds were ‘surgical’ in origin. Another cause is the invasion of the 
bladder wall by a carcinomatous growth, commonly from the cervix uteri. 
Yet others are caused by radium treatment of carcinoma of the cervix, the 
dosage having been too heavy. or the screening insufficient. 

Congenital abnormality of the uterine tract.Vhis may take the form of 
defective development of the bladder neck and urethra, causing the bladder 
to open directly into the vagina (hypospadias). In some cases the symphysis 
pubis is found to be widely separated; and other congenital abnormalities 


may be present. Another type of congenital deformity is that in which the 


ureter—or an accessory ureter opens into the vault of the vagina, or into 
the vagina just behind the external urinary meatus, or— most puzzling of all 
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into the urethra itself. An allied condition is persistence of the Gaertner 


duct in the female 

In one of my cases this took the form of an irregularly dilated channel, resembling 
a string of sausages, which extended, re troperitone ally, from the region of the kidney 
downwards to the pelvis, thence to the anterior vaginal wall, to terminate in a tiny 
orifice just behind the external urmary meatus 


In cases of congenital abnormality there is a history of urinary incon- 
tinence throughout life. An exception is a slight degree of hypospadias which 
occasionally may not cause trouble till the woman reaches the menopause 

Chronic cystitis and urethritis.— These irritative conditions are common, 
and cause frequency of micturition which sometimes amounts to urgency 
incontinence. \f the patient is unable to give a clear account of her symptoms, 
it is easy to mistake this type of trouble for true stress incontinence of urine 
This is a serious error, for surgical operation will make the condition worse 

Central nervous system lestons.._ Disseminated sclerosis and other forms 
of neurological disease or injury may bring about urinary incontinence. ‘This 
should be suspected when the symptoms arise de novo in an adult nullipara, 
or when the incontinence takes the form of periodic involuntary emptying 


of the whole bladder content 


EXAMINATION 

Stress incontinence of urine is, as a rule, easy to diagnose. Examination is 
made when the bladder is known to be full. ‘The patient is placed in the 
dorsal position with the knees drawn up; the vulva is exposed, and she is 
asked to give a sharp cough. Escape of urine — usually a few drops, but 
sometimes a jet-is seen. An associated cystocele is also usually observed 
1 vesico-vaginal fistula, it large, can be felt; or it is easily seen after passing 

a vaginal speculum. If, however, it is small or is situated at a high level there 
may be difficulty in diagnosis. ‘he patient should be asked to assume the 
knee-chest position, and the perineum retracted with a Sims's speculum. 
The vagina then balloons out with air, which greatly simplifies the inspection 
of the anterior wall and cervix. Exceptionally, it may be necessary to inject a 
few ounces of methylene-blue solution into the bladder and to examine the 


patient in the lithotomy position, preferably under anasthesia. I have not 


found it necessary to resort to the bizarre procedure recently advocated by 
an American writer in which the bladder is distended by air, the patient 
placed in the knee-chest position, the vagina filled with water, and the 
passage of air bubbles then eagerly awaited! 

Congenital abnormalities of the ureter, or a traumatic uretero-vaginal fistula, 
may be difficult to detect. One method is to introduce a few ounces of 
coloured fluid (methylene blue) into the bladder, and then to pack three 
cotton-wool swabs into the vagina. The patient is asked to walk about for 
ten minutes, after which the swabs are removed. If the lowest swab is blue 
and the upper two are dry, the cause is probably one of stress incontinence of 
urine. If the upper swabs are stained blue the cause is a vesico-vaginal 
fistula. If the top swab is wet but not coloured, the cause is a ureteric injury, 
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In difficult cases, cystoscopy and intravenous pyelography may be helpful 
in reaching a diagnosis. 

When the cause of the incontinence is obscure, or when the incontinence 
is thought to be of the nature of urgency incontinence, a catheter specimen of 
urine should be obtained for cytological and bacteriological examination. 


rREATMENT OF INCONTINENCI 
In slighter cases, and especially if the condition dates from a recent con- 
finement, exercises to redevelop the pelvic floor muscles may be tried. 
‘These take the form of an alternate drawing up and relaxation of the levator 
ani muscles a contraction as if to restrain a diarrhoeic bowel action. ‘These 
exercises should be practised for three or four minutes at a time, and 
repeated two or three times each day. 

Pessary treatment to correct associated prolapse (cystocele) may give 
temporary relief. A vulcanite ring pessary, or the modern am er-coloured, 
plastic ring pessary, is preferable to the old rubber ring pessary which so 
often causes vaginal irritation and an offensive discharge. 

Permanent cure is by operation. A carefully performed colporrhaphy 
which includes an upward displacement of the bladder and a buttressing of 
the tissues around the bladder neck and urethra will, in the great majority 
of cases, restore bladder competence. As the immediate postoperative effect 
is retention of urine due to the urethra being considerably compressed, most 
surgeons use a self-retaining catheter for the first five days or so after the 
operation. ‘Thereafter, a close watch is kept for the presence of residual 
urine, and further catheterization may be necessary for several days. Much 
distress has been caused by neglect of this precaution. There is much to be 
said for tying a catheter in position at the completion of the colporrhaphy. 
A nylon thread is bound round a plain rubber catheter two inches from the 
‘eye’; the catheter is then inserted into the urethra, and the nylon thread 
stitched through the anterior lip of the external urinary meatus, and tied. 

In recent years the s/ing operations for stress incontinence of urine have 
become the fashion. Various forms have been devised, but all have the same 
end result; the vesico-urethral junction is slightly elevated and the bladder 
neck and upper urethra are braced against any abnormal descent should the 
patient suddenly contract her abdominal muscles, as in coughing. 

In most of these operations the sling passes from the lower enc of the rectus 


abdominis muscle, downwards through the space of Retzius, round the urethra at 


its junction with the bladder, then up the other side to be attached to the rectus 
muscle of that side. ‘The operation may be done entirely by the abdominal route, or 
by a combined vaginal and abdominal approach. Some surgeons turn down strips of 
fascia from the anterior abdominal wall; others use strips of fascia from the thigh; 
others again employ ox calf fascia, which can now be obtained preserved in tubes, 
like catgut; yet others have worked with nylon gauze or sheet; even tantalum gauze 
or plate has been tried. | prefer the Aldridge sling operation which entails a double 
dissection from above and below, and which employs strips of abdominal wall fascia 
for the sling. Although the operation takes slightly longer than those which use only 
one route, it is, in my opinion, much safer so far as possible damage (perforation or 
rupture) to the bladder and urethra is concerned, and it gives excellent results. 





DISTURBANCES OF MICTURITION 495 


There is a tendency in all sling operations to put too much tension on the 
sling, with the result that for many weeks the patient may not be able to 
void urine naturally. ‘The object of the sling is to provide a restraint against 
any sudden downward thrust; it is not to bring about a kinking of the 
urethra when it is at rest. All sling operations are potentially dangerous and 
should not be lightly undertaken. In particular, they should not be under- 
taken until it has been proved that the simpler and safer treatment by 
colporrhaphy with associated urethral buttressing is ineffective. 

Vesico-vaginal and allied fistula.This bladder injury has a tradition of 
notoriety. Undoubtedly it can be an exasperating and difficult defect to 
remedy but, if adequately dealt with by methods of proved worth, it is, in 
fact, an eminently curable lesion. 

Fistula occurring immediately after childbirth should, if small, be treated 
by bladder drainage. ‘The catheter is stitched to the anterior urinary meatus, 
and is left to drain freely into a receptacle between the patient's legs. Suction 
may be employed to aid drainage but it must be kept at a modest level; 
otherwise the bladder mucosa will be drawn into the ‘eye’ of the catheter 
and the flow of urine be blocked. When the fistula is reduced to a very small 
size (} of an inch or less) it may be helpful to nurse the patient in a semi- 
prone position. Spontaneous cure tends to occur in up to about six weeks. 

Failure of spontaneous closure means that surgical treatment is necessary. 
Operation is normally by the vaginal route: in my opinion this is the method 
of choice in practically every case. Genito-urinary surgeons, however, with 
their experience of bladder work, may prefer the transvesical approach, 
although this subjects the patient to more surgical trauma and to the in- 
convenience of subsequent suprapubic drainage. If the fistula is above the 
level of the urethra and is surrounded by soft, vascular tissue, it is as a rule 
easily closed. If, however, it is surrounded by much scar tissue, the repair 
may be tedious and difficult, and the result uncertain. If there is wide 
destruction of the vesico-urethral junction the result is also uncertain for the 
reason that complete urinary Competence may not be regained even if an 
anatomically successful repair is achieved. Complete reconstruction of the 
urethra is sometimes required after extensive injury, but for the same reason 
it is not always successful in restoring complete urinary control. 

Transplantation of the ureters into the colon is a last resort in treatment 
and, fortunately, is seldom required. In a personal series of more than 100 
cases of fistula—the great majority of which presented some complicating 
feature or had already been treated by multiple operations before coming 
under my charge—transplantation has been necessary only thrice. In one 
of these cases the underlying trouble was a gross congenital abnormality; in 
the other two there had previously been a complete destruction of the 
urethra. In two further cases a transplantation operation might have been 
performed, but was not desired; in one of these there was also a gross 
congenital abnormality of the urethra. Satisfactory as the transplantation 
operation may be, one must remember that it is associated with a consider- 
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able primary mortality, and with the danger of subsequent kidney infection. 


‘The prospects of successful closure of a vesico-vaginal fistula are lessened 


by each unsuccessful operation. Every effort should therefore be made to 
deal efficiently with the injury on the first occasion. If the case is in the 
‘easy’ category already defined, it can be dealt with by any experienced 
gynzcological surgeon. If, however, there are complicating features it is 
wise to refer the patient to a centre where she can be dealt with by workers 
experienced in this particular branch of surgery. 

Uretero-vaginal fistula can usually be remedied by transplanting the 
ureter into the bladder; in some cases, however, a nephrectomy may be 
necessary. Obviously, the function of the other kidney must first be proved 
to be satisfactory. 

If vesico-vaginal fistula have resisted one or two attempts at surgical closure 
they are too often assumed to be ‘intractable’. From many parts of the 
country I have had patients who had believed themselves to be incurable 
because one or two operations performed sometimes years before — had 
failed to make them ‘dry’. 

Among many such cases I recall especially the elderly woman who had been in- 
continent for no less than thirty-two years ; two attempts at closure had been made at 
the beginning of this long period of disability, with only very temporary relief. I 
found a small, easily accessible opening—the remains of what had once been a much 
larger fistula. his was closed with great ease, and with complete restoration of 
normal bladder function. The repair could equally well have been done many years 
before; yet almost half a lifetime was allowed to elapse before the woman again 
applied for treatment 

A somewhat similar case was that of a woman with a large vesico-vaginal fistula of 
27 years’ duration. Latterly, the whole bladder had inverted through the fistulous 
opening, and presented as a mass hanging from the vulva. This condition had been 
mistaken for a uterine prolapse ; and it was on account of the supposed ‘falling of the 
womb’ that the woman sought treatment. ‘The bladder was replaced ; and the fistula, 
although large, was easily closed with completely satisfactory results 


It is sometimes supposed that in cases of long standing the bladder will 
have become hopelessly contracted and incapable of resuming normal 
function. ‘This is not usually so-—as is evidenced by the two cases quoted 
but sometimes the bladder capacity is for a time diminished, and the patient 
must therefore empty the organ more frequently than usual. Only once 
have I found the bladder contracted to a hopeless degree; this was in the 
case of a woman who had had a fistula for ten years, during which time 
several suprapubic bladder operations had been performed. 

Many of my patients have had multiple previous operations--in some 
cases ten or more. Undoubtedly each unsuccessful operation makes the 
fistula more difficult to treat, but the prognosis is by.no means as poor as is 
sometimes supposed. All these fistula have in fact been closed, although in 
a few cases there has remained a variable degree of stress incontinence. 

Malignant ulceration puts the fistula in a class by itself, and I have not 
included such cases in the above remarks. Necrosis resulting from radium 
treatment, however, is sometimes amenable to surgery; and if there is no 
evidence of residual carcinomatous growth, surgical repair should certainly 
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be considered. ‘The technical difficulties of dealing with a fistula surrounded 
by the fibrosed tissue produced by radium are very formidable however, and 


success cannot be assumed. 

Chronic cystitis and urethritis may cause trequency and urgency of mic- 
turition, sometimes to the extent of simulating incontinence. Cystoscopy 
will reveal a general reddening of the mucosa, especially in the region of the 
trigone. Sometimes cedematous folds of mucosa are seen in, or around, the 
internal urinary meatus. Examination of a catheter sample of urine will show 
pus cells and organisms 

‘Treatment is difficult. If there is proved organismal infection the simpler 
antiseptics, such as ‘sulphatriad’ (0.5 g. every four hours) should first be 
tried. In resistant cases aureomycin is undoubtedly useful. Chloramphenicol 
is also helpful, but if therapy is continued for more than a few days there ts 
the risk of serious blood disorder. I have had good results in some cases with 
the older ‘mandecal’ therapy. If organismal infection is not in evidence, a 
course of bladder instillations with weak silver nitrate solution (1 in 10,000, 
increased to 1 in 1000) is sometimes helpful. Useful too, is the time- 
honoured treatment of large doses of sodium citrate to render the urine less 
acid. If simpler methods fail, diathermy coagulation of a@dematous folds ot 
mucosa in the neighbourhood of the internal meatus may be undertaken. 

Finally, a word about an unusual cause of intermittent urimary incon- 
tinence. Some women can retain urine for an astonishingly long time, and 
regard this as a normal circumstance. In more than one patient complaining 
of ‘bladder weakness’ I have found that there was a habit of holding the 
urine for ten or twelve hours or more. Instruction to empty the bladder 
every three hours by the clock has resulted in a complete cure! 


RETENTION OF URINI 
Retention of urine is a rare but important symptom in the female. Some 


causes have already been mentioned and need not be repeated now. 


Incarcerated retroverted gravid uterus 

‘This is the most important cause of sudden inability to empty the bladder. 
If the condition is not quickly relieved the bladder may reach an enormous 
size; hemorrhage and sloughing of the bladder wall may then occur, and 
severe urinary tract infection, and even peritonitis, may supervene. ‘The 
condition is more serious than is a corresponding over-distension of the 
bladder caused by an enlarged prostate in the male, for the onset is sudden, 
and the bladder is, as it were, caught unprepared before compensatory 
muscular hypertrophy can develop. It should be noted that very often the 
patient’s complaint is not that she cannot pass water, but that there is 
abdominal pain and that she must frequently pass water; there may even be 
a complaint of ‘dribbling’, indicating an overflow incontinence. ‘This 
apparent anomaly of symptoms has been a common cause of diagnostic error 
and of delay in instituting appropriate treatment. 

It is important to realize that only in a very small minority of cases does 
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a retroverted uterus become incarcerated during pregnancy. It is therefore 
unnecessary to adopt active treatment if retroversion is found accidentally 
in the early weeks of pregnancy, although the patient should be warned to 
report at once if pelvic discomfort or bladder symptoms arise. Incarceration, 
should it occur, takes place at about the 14th week of pregnancy. A probable 
underlying cause is an unusually concave sacrum, together with an over- 
hanging sacral promontory. 

Diagnosis should be easy, provided the possibility of the condition is 
kept in mind. Unfortunately, as already explained, the patient’s symptoms 
are sometimes misleading; moreover, the patient may not realize that she is 
pregnant, or may omit to inform the doctor of this fact. Her chief complaint 
is abdominal pain and pelvic discomfort; and these complaints, together 
with the finding of abdominal distension and tenderness, may lead to a 
wrong diagnosis of a twisted ovarian cyst or of pelvic peritonitis. Worst of 
all, a laparotomy performed in consequence of this mistaken diagnosis may 
result in the displaced bladder being widely opened in error. I have heard 
of death resulting from this mistake. 

When vaginal examination is made it is at once obvious that a large, tense, 
cystic mass fills the pelvis; in some cases it descends to a surprisingly low 
level. ‘The cervix is displaced forwards and is pushed high behind the 
symphysis pubis—so high, on rare occasions, that it may be out of reach of 
the examining fingers. 

Treatment.__Vhe first and main line of treatment is to keep the patient 
in bed in the recumbent position, preferably on the side, or even in the 
semi-prone position. As soon as practicable, a rubber catheter should be 
carefully inserted—the urethra is unusually long in these cases--and the 
urine drawn off. Much ‘to-do’ is made by some authorities with regard to 
the speed of the withdrawal of the urine; personally, I do not consider that 
anything is gained by a slow evacuation—the essential point is to empty the 
bladder and to keep it empty. After catheterization, urinary, antiseptics 
should be administered. With rest in bed, and with the bladder emptied, the 
uterus usually rectifies itself. If this does not happen within twenty-four 
hours, the patient should be placed in the knee-chest position and gentle 
pressure made on the uterine fundus by the vaginal or, preferably, the 
rectal route. It has been recommended that the cervix should be simul- 
taneously pulled down by a volsellum. Doubtless this is sound advice, but 
the procedure is not easy in practice unless the patient is anesthetized 
which should not be necessary at this stage. 

If the above method fails, a large, rubber ring pessary should be inserted 
into the vagina, and left in place for twenty-four hours. Very often the 
constant pressure on the retroverted fundus produced by the ring will cause 
the uterus to slip over the sacral promontory and so assume its normal 
position in the abdomen. Some workers recommend that the necessary 
vaginal pressure should be provided by a water balloon. I have not found 
this necessary; nor have I ever had to resort to laparotomy in order to 
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separate adhesions before replacing the uterus — although I can well believe 
that, exceptionally, this might be required. 


Other causes of urinary retention 

Other causes of urinary retention are rare and are usually less urgent 
than those associated with an incarcerated retroverted gravid uterus. 

A uterine fibroid growing low in the pelvis may cause pressure on the 
urethra and bladder neck. Such fibroids are usually cervical in origin, but 
sometimes they arise from a higher level in the posterior wall and, by 
causing the uterus to retrovert, come to occupy the pelvis. A typical history 
is usually obtained of increasing difficulty in urination, recurring regularly 
just before the onset of menstruation. ‘The difficulty becomes worse each 
month until complete retention results. ‘Treatment is by myomectomy or 
hysterectomy according to the circumstances of the case. 

In cases of imperforate hymen, distension of the vagina with menstrual 
blood (hamatocolpos) may cause retention of urine. Here also, there is a 
monthly exacerbation of symptoms— although it may not be realized that 


the girl has reached menstrual age. Local examination of the vulva, and 


rectal palpation, will reveal the true nature of the trouble. 

An ovarian cyst impacted in the pelvis, and a pelvic hamatocele from an 
ectopic gestation, are other rare causes of urinary retention. 

Hysteria is often cited as a cause of urinary retention. Undoubtedly such 
cases do arise, but a careful physical examination must be made before this 
diagnosis is assumed. 

I have left to the end one of the most common causes of retention, and 
one that is often overlooked. After childbirth, and especially if there has 
been bruising of the bladder neck, the patient may be unable to empty the 
bladder. I suspect that the trouble is a temporary neuromuscular derange- 
ment rather than a simple mechanical obstruction caused by adema, 
although the latter may also be a factor. It should be the rule to observe all 
puerperal women most closely for bladder distension. Not infrequently 
this is overlooked: bladder pain, if present, is assumed to be uterine in 
origin and dismissed as ‘after-pains’; the enlargement of the bladder is 
mistaken for a ‘subinvolution’ of the uterus. I have known much distress, 
and much subsequent bladder disability, to be caused by this error. 

If micturition is difficult or impossible, it is best to insert a catheter and 
to leave it in position——strapped to the thigh as close to the vulva as possible 

for twenty-four or forty-eight hours. During this time the catheter should 
be unclipped at least every two hours to ensure that the bladder remains 
nearly empty. At the same time sulphonamides should be administered. 

When a difficult forceps delivery has taken place and there has been 
likelihood of bruising of the pelvic structures, it is my practice to tie a 
catheter into the bladder—the method has been described on p. 494—and 
to leave it in position for four or five days. This is preferable to the repeated 
catheterizations which may otherwise be necessary. 
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Ir a medical student in this school were asked to enumerate the causes of 
bleeding after the menopause or the causes of irregular bleeding just before 
the menopause, he would base his answer on his out-patient experience and 
teaching and place estrogens administered in general practice high among 
the causes. (Estrogen-induced bleeding is, in fact, a new disease in gynxc- 
ology and many patients have to be admitted for curettage to exclude cancer, 
for the simple reason that the responsibility for the exclusion of cancer as 
the cause of bleeding at the climacteric requires nothing less. ‘This article 
is written with the purpose of defining clearly the indications for hormone 
treatment and, more important, to outline alternative treatments so that 
when possible, and without delaying the cure, hormone therapy can be 
avoided. 
THE PHYSIOLOGY OF THE MENOPAUSI 

The earliest symptom of the onset of the menopause may be ‘flushing’ of 
the face, i.e., an uncontrollable sensation of heat with or without visible 
flushing and sweating. On occasion menstruation may be disturbed to the 
extent of mimicking cancer of the uterine cervix or body. On the other hand, 
many women are fortunate and achieve amenorrheea with no warning flushes 
or abnormal bleeding. 

The earliest hormonal change in the initial stages of the menopause, before 
cessation of menstruation, is thought to be an imbalance between the 
secretory function of ovary and anterior pituitary, namely : 

(1) Sex-mature women 

Ovary-+Graafian follicle(s)--ovum—-corpus luteum —-menses. 
(2) Climacteric 

Ovary persistent Graafian follicle -~delayed menses. 
(3) Menopause 

Ovary -rare or immature follicles--hypomenorrhcea -finally amenor- 
rhoea. 

At the climacteric, i.e., just before and after cessation of menstruation, 
imbalance between the ovaries and the anterior pituitary culminates in the 
ovaries failing to stimulate the endometrium to the extent of bleeding. 
Finally, in phase (3) the ageing ovary gradually loses its ability to secrete and 
senile changes in the genital tract begin to appear. 

It is abnormal for a patient to bleed heavily at the climacteric; in other 
words, although it is common to have heavy losses, perhaps preceded by 


periods of amenorrhara, this cannot be accepted as ‘the change’. It indicates 


a need for careful investigation and observation, ‘The individual variation in 
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the ability of the ovary to secrete aestrogens in the late menopause is con- 
siderable, so that, for instance, I have taken a vaginal biopsy from a woman 
of 88 in which the tissue was comparable in histology and glycogen content 
to that of a young woman. Either her ovaries were still functioning or some 
other source of cestrogen-like compound, perhaps of suprarenal origin, 
could be presumed. 

In using this over-simplified description of the physiology the gaps in our 
knowledge are perhaps insufficiently emphasized. What is ‘imbalance’ for 
instance? ‘lhe imbalance of the ovaries and pituitary causes uterine bleeding 
and flushes. Replacement of aestrogens and corpus luteum often fails to cure 
climacteric bleeding, but tiny doses of stilbestrol will cure flushes. Again, 
bleeding at the climacteric may arise from any stage of maturity of the 
endometrium, i.e. bleeding may arise from premenstrual or luteal-phase 
endometrium, or from thick ‘estrogenic’ metropathic endometrium. For 
lack of a better description ovarian pituitary imbalance is a common term 
but it must not be taken to imply an understanding of the endocrine pattern 
in flushings and in climacteric bleeding which, in fact, we do not have. 


MENOPAUSAL FLUSHING 

The cause of this condition is not known. The sensation of heat over the 
face, neck or chest is usually, but not always, associated with an actual 
blushing of the skin. Sweating may follow and sometimes a sensation of 
faintness or weakness compels the patient to rest for a few minutes. A curious 
variability exists from one woman to another, and it is fortunate that the 
great majority of women are not disturbed seriously nor do they lose sleep 
because of flushes. ‘There is, however, a definite proportion, perhaps 15 per 
cent., of women who are seriously disturbed by menopausal flushing. Sleep, 
recreation and social occasions are all affected and the intelligent patient re- 
ports to her doctor for treatment; the others put up with the disability for 
surprisingly long periods, perhaps one to two years. 

‘The theory at present used to explain flushes is not based on very con- 
vincing evidence. It is believed that the unstable skin vessels dilate as a 
result of autonomic nerve stimulus from excessive anterior pituitary hor- 
mone secretion. ‘This follows a loss of ovarian secretions which normally in- 
hibit the gonadotrophic hormones of the anterior pituitary. In time a balance 
between ovarian and pituitary secretion is obtained and this leads to a 
cessation of flushing. ‘The adjustment, however, may take two years or more, 
so that ovarian hormones are often necessary, acting, it is believed, by 
inhibiting the anterior pituitary. The trigger which starts a flush may be 


quite trivial, such as entering a shop or greeting an acquaintance. ‘The in- 


stability of skin vessels and sweating, however, may need no conscious 
trigger. For example, a woman may not be aware that flushing and sweating 
have occurred during sleep causing her to throw the blankets out of the bed. 
(A disgruntled husband may not be impressed with her explanation!) 
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THE LATE MENOPAUSE 

Not all women of 65 to 70 suffer genital atrophy to the same extent, but on 
the whole the ageing of the individual keeps pace with age changes in the 
genital tract. Fortunately, in older women, gynzcological symptoms due to 
genital atrophy are not common. In the late menopause genital atrophy re- 
flects ovarian hormone deficiency in contrast to the ill-defined ‘imbalance’ 
of the early menopause. ‘T'reatment with stilbeestrol in the late menopause 
(although seldom required) amounts to replacement therapy and it is re- 
markably effective in reproducing genital anatomy and physiological func- 
tion akin to that of a sexually mature woman. 


CONDITIONS OF DOUBTFUL ORIGIN AT THE CLIMACTERI( 


Recent reports by Joan Malleson (1953) and Gertrude F. Jones (1949) raise 
the question of the origin of nervous symptoms at the climacteric and later in 
the menopause. ‘The use of hormones which they recommend for nervous 
symptoms (apart from flushes) is presumed to correct an ovarian deficiency 
or to stabilize an ovarian/pituitary imbalance. ‘The heart of the menopausal 
problem as met by the practitioner rests, in fact, on the careful assessment 
of nervous symptoms, and I propose to deal with the matter in some detail 
but, meantime, the ill-defined nervous symptoms such as irritability are 
tabulated under the heading ‘doubtful origin’, viz: 
Ovarian hormone deficiency 


Vulvar atrophy Senile vulvitis 
Vaginal stenosis ? Backac he due to oste Oporosis 


Senile vaginitis 


Hormonal imbalance 
Disturbed menstruation Flushes and sweating 


Doubtful origin 
Obesity Emotional instability 


Waning libido Palpitations 
Pruritus vulva Dizziness 
Leukoplakia vulva Headache 
Insomnia Joint pains 
Irritability 


If this classification is accepted, the indications for estrogen therapy would 
be limited: 

(a) for defictency: senility changes in the genital tract causing symptoms. 

(b) for the so-called imbalance symptoms: e.g., flushing. 

(c) in certain carefully selected cases of menopausal nervous instability and 
then only as an experiment enforced by the failure of any other form of 


treatment. 


AGEING OF THE GENITAL TRACT 


As with menopausal symptoms, some women appear to suffer senile changes 


in the genital tract at an earlier age than others. Without symptoms attribut- 
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able to senile genital changes this is a matter of small importance but, 
occasionally, premature or normal ageing does produce symptoms. 

With a view to defining the indications for estrogen therapy for disease of 
the genital tract, table 1 outlines the wide variety of clinical appearances 
encountered in the menopausal genital tract (McLaren, 1941). 





Sex-mature or early 
menopause May be encountered over 60 


Introitus Normal Burnished red or stenosed. May crack or 
‘fissure’ if distended at examination 

Urethra Normal Prolapsed, painless urethral mucosa—‘false 
caruncle’ 

Vaginal mucosa Bluish-red. Ruge (a) Pale, smooth, bealthy, or (b) smooth, red 
spots, or (c) atrophic, punctate bleeding! 
on distension ’ 

Cervix Variable size, mucus Atrophic: scanty mucus 

Fornices Deep laterally Flattened—this is accentuated by cervical 
atrophy 

Vaginal constric- Absent Stenosing ring—just above levator ani (rare) 

tion ring 











Taste 1.—Clinical appearances in the menopausal genital tract 


‘Ten to twenty years after the menopause therefore the genital tract alters 
its shape, and its mucosal lining may become atrophic. ‘hese alterations in 
shape and other atrophic changes, however, may not appear even in old 
women but, as a rule, ovarian hormonal deficiency is reflected in the genital 
tract in women over 65. ‘hus, for instance, a practitioner may find that the 


ring pessary which used to support a prolapse gradually becomes unsuitable ; 


there is increasing difficulty in inserting the pessary or its insertion may 
cause bleeding. If the pessary is inserted with a struggle it is possible that 
(senile) vaginitis, or even ulceration, will follow. 

Apart from gross anatomical changes it is also important to be able to 
differentiate the minor normal changes in the vagina and vulva from 
definitely pathological changes. For example, passing a speculum in a per- 
fectly normal patient over the age of 65 may reveal red spots on the vaginal 
mucosa. Further distension may actually cause the red spots to bleed, i.e., 
in a patient who has no symptoms. ‘This condition of spotting in the vagina 
must be clearly recognized as a result of ovarian deficiency but it is normal 
for certain women in the later menopausal years. Similarly, at the introitus 
and vulva, it is normal for an elderly patient to have atrophic labia, a red 
burnished introitus and perhaps a degree of lower vaginal stenosis. 

The reason for inspecting the genital tract may be pruritus vulva, and 
unless the practitioner is aware of the variable appearance of the normal 
ageing vulva and vagina he may, in error, attribute the pruritus to aestrogen 
deficiency and unnecessarily prescribe cestrogens. 


rHE INDUCED MENOPAUSI 
The effects of surgical or radium castration are comparable in that both 
produce, quite suddenly, severe menopausal flushings which are by no 
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means transient; they may persist for months or even years. For the normal 
menopause the incidence of disturbing flushings (i.e. flushings which compel 
a patient to seek medical advice) is about 15 per cent.; for castrates 50 per 
cent. In other words, castration is followed by an incidence of flushings 
thrice that of normal (McLaren, 1950). ‘The genital tract is also affected by 
surgical or radium castration so that the ageing process may produce symp- 
toms in quite young women. A further result of radium castration is sexual 
anzsthesia, which affects 50 per cent. of patients. ‘This is important for a 
woman who lives a normal and satisfactory married life although, of course, 
of little importance to a woman who has already little interest in sexual 
activity. Removal of the uterus with ovarian conservation, although it carries 
a definite mortality and morbidity, produces symptoms comparable to the 
normal menopause ; the incidence of flushing and sweating is similar and the 
ageing process in the genital tract proceeds at the normal rate (McLaren, 
1941). I have no figures for the incidence of sexual anzsthesia following con- 
servative surgery. My impression, however, is that in the majority of cases 
sexual function is little disturbed by simple hysterectomy 

‘The induction of the menopause by irradiation or surgical castration pro- 
duces many cases for aestrogen therapy, since flushings are common and 
severe, whilst later, in quite young women, the genital tract may become 
senile and cause dyspareunia or vulvo-vaginitis. Surgical castrates can have 
«estrogens, but withdrawal bleeding after the radium menopause is un- 
desirable so that short courses of aestrogen therapy must aim at relieving 
symptoms without reproducing the patient’s original symptom, namely, 
uterine bleeding. Premature senility of the genital tract can also be treated 
successfully with small doses of astrogens. This is discussed in detail later. 


PSYCHOLOGY OF THE MENOPAUSI 
‘Do you think it can be the change, Doctor?’ So often are we at a loss to 


explain symptoms such as fatigue, general unfitness, vague headaches, and 
so on, that we may be tempted to agree with the patient. All her women 
friends are then told of this remarkable thing called ‘the change of life’ which 


causes this or that symptom. 

It is, of course, difficult in a busy practice to sit quietly while your patient 
unburdens herself of her very real worries and anxieties, but unless this is 
done, quite a wrong impression is gained of a tedious patient fussing over 
details of little importance. In tact, the patient is often the mother of a house- 
hold and she may well be more in need of her doctor’s help than at any other 
time in her life. It takes imagination and patience to get an exact impression 
of the degree of nervousness and anxiety of a nervous and anxious woman at 
the climacteric but it is well worth while (Squires and Cannell, 1952). She 
may be worried and saddened by the fact that she has apparently lost her 
important place in the household. ‘The children are leaving her; perhaps her 
husband is becoming more and more absorbed in his business and hobbies. 
The basic fact is that the patient around the age of 46 may feel for the first 
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time in her life that she is not wanted or at least that she is no longer the 
linch-pin in her home. Perfectly contented women leading well-regulated 
lives suddenly find themselves surprisingly irritable. Insomnia develops and 
may be aggravated by nocturnal flushing and sweating. Small domestic 
worries appear to be great burdens, bouts of crying or vexation become 
frequent. 

‘To sum up, the climacteric (from the Greek: ‘a rung of a ladder’) is a 
period of time when nervous strain or anxiety may be felt keenly. ‘There may 
have been a previous nervous breakdown, or the patient’s personality may be 
of the highly strung type which does not face up well to worry and re- 
sponsibility. It follows that a careful history, with a full investigation of 
social and family history as a preliminary to physical examination, ts of great 
value, especially if time is taken to give the patient simple reassurance based 
upon an understanding of her problem and the important negative facts 


obtained on physical examination. 


PREPARING FOR THE MENOPAUSI 

Any form of propaganda or pamphlet instruction on medical subjects is 
dangerous, so that | do not know how we can safely let normal women know 
the ‘facts of life at 45’. Ideally, however, a woman should have facts to re- 
place gossip and tales from her mother and friends outlining the horrors of 
the ‘change of life’, a phrase which in itself implies abnormality. She should 
be told that the menopause means simply normal amenorrhea, that hot 
flushes may appear or they may not and that in any event if they cannot be 
ignored they can easily be treated and cured. She should be persuaded that 
45 is the age of self-discipline in regard to eating habits, i.e., she should learn 
to control her weight with diet and exercise. Her doctor may be required to 
help with a diet sheet (e.g. Marriott’s Middlesex Hospital diet); amphet- 
amine sulphate may also be helpful. 

\t 45 a woman can be very attractive and there is no need to go to France 
to get new ideas for hair styles, figure and clothes. If her husband is worthy 
of the effort (and he often is), new ideas can be obtained in Vogue and other 
women’s magazines. If the husband can be made to take an interest inthe 


problem, then he should start to take his wife for vacations without the 


family, and so on. At home, a woman who has for fifteen years been en- 
grossed in family responsibility must resume her dressmaking, painting or 
golf whatever gives her relaxation and recreation. In fact, the 40-45 period 
can be happy years of self expression and contentment, but discipline and 
the ability to adjust herself to the changing family life require character. 
Finally, it is important that women should know that sexual function at the 
climacteric and menopause need not alter. In fact, with the fear of an un- 
wanted pregnancy removed, some parous women may actually enjoy a fuller 
sex life with the onset of amenorrhaea. 

Propaganda to prevent menopausal nervousness and anxiety may not 
make any impact on a busy or overworked mother in a crowded industrial 
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town; it might not interest less busy and better-off women lacking the in- 
spiration to enter into life at 50 with new interest and zest. But the basic idea 
of instruction to expel anxiety is still right and well worth while when we 
consider how many women seek advice for vague symptoms of anxiety and 
depression at the climacteric, to say nothing of those who suffer at home, 
lacking the courage to report ‘minor’ disabilities to their doctor. 

What I wish to stress is that nervous symptoms are common at the meno- 
pause and require careful clinical study and assessment. There is little 
evidence, however, that menopausal nervous symptoms result from a de- 
ficiency of ovarian hormones or ovarian/pituitary imbalance. It follows that 
attempts to produce temporary euphoria with aestrogens should seldom be 
contemplated in practice and then only after careful clinical study. More- 
over, any form of cestrogen therapy is liable to produce a new and worrying 


disease, withdrawal bleeding. 


DISEASES COMMON AT THE MENOPAUSI 
Pruritus vulva and pruritus ant 

In this article it is not possible to outline the numerous vulvar conditions 
which are associated with pruritus but all too often practitioners and 
gynxcologists have to be content to treat pruritus vulva without attaching an 
exact diagnostic label. Skin diseases involving other parts of the body, glyco- 
suria and vaginal discharge, are, of course, excluded, and any form of 
vulvar ulcer or fissure is treated with the respect and alarm due to a persistent 
tongue ulcer and is sent for biopsy to exclude cancer. ‘he second line of in- 
vestigation is based on clinical experience, for pruritus vulva and pruritus 
ani are often associated with worry or prolonged mental strain. For instance, 
women nursing a father or mother in a terminal illness quite often develop 
pruritus vulva. Moreover, fear of cancer is socommon that, whether or not 
the patient has asked, I make it clear at the outset of treatment that she has 
‘no serious disease’ and that no operation will be necessary. 

Presuming, then, that a trial of treatment for the symptoms of pruritus is 
justifiable for a month or two without necessarily labelling the vulvar lesion, 
the basic needs of the patient are reassurance and sedation. Phenobarbitone, 
1 grain (60 mg.), given about 6 p.m., is useful in promoting deep sleep and in 
dulling down intense pruritus. If the vulva can be kept dry with calamine 
lotion, with the sedative effect of additional 1 per cent. phenol, the excoria- 
tion and hyperhidrosis so common in this condition may regress. If the skin 
of the vulva becomes cracked and dry, oil may be added: for example: 


Calamine 40 grains (2.6 g.) 
Lanolin 30 «grains (2.0 g.) 
Olive oil 4 ounce (14 ml.) 
Lime water 1 ounce (28.5 ml.) 


Rest in bed is often necessary to achieve a cure and, if this is impossible or 


very inconvenient at home, I have no hesitation in claiming a hospital bed 
for a patient with severe pruritus. ‘The change of atmosphere in hospital, the 
freedom from domestic responsibility, and the guarantee of deep sleep, are 
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invaluable. Not only is the patient usually cured or at least temporarily im- 
proved, but some insight into her ‘anxiety’ may be given and plans made to 
avoid the circumstances which provoked the attack of pruritus. 

(Estrogens for pruritus vulve.—Personally, | have never known eestrogen 
therapy to relieve pruritus vulve; indeed, quite often aestrogens cause vulvar 
cedema and vascularity in older patients, with increased itching. The use of 
ovarian hormone presumes an ovarian deficiency which can scarcely be con- 
sidered seriously if, for instance, the patient is still menstruating. In older 
women, however, the clinical appearance of the normal vulva, especially if 
there is considerable excoriation, may suggest gross senile atrophy. In the 
belief that a reproduction of the sexually mature vulva may help in the heal- 
ing of the excoriated areas and possibly lead to a cure of the pruritus, 
«estrogens are prescribed. ‘Menopax’, which contains 0.1 per cent. stil- 
berstrol, 5 per cent. benzocaine, and 0.5 per cent. amethocaine, is popular; it 
certainly is soothing to the patient. ‘The use of tube after tube, however, 


frequently leads to uterine bleeding, as each two-ounce tube contains the 


huge dose of 30 mg. of stilberstrol. 

Compound therapy of this type is therefore not to be recommended. If 
stilbeestrol is to be used at all (and it is seldom necessary), it can be given by 
mouth in doses of 1 mg. daily for fourteen days. If it is going to promote 
healing this will be obvious, and after ten days a further short course may be 
tried. It will not, however, cure pruritus. Anasthetic ointments are best 
prescribed singly. ‘They do no more than dull down vulvar and anal itching 
temporarily and the most to be expected is temporary relief —for instance, if 
the patient awakens with a bout of intense itching at night. Anaesthetic oint- 
ments are, in fact, best used for a crisis of itching and not repeatedly by day 
and night for weeks on end. 

On the whole therefore a@strogens by mouth or in ointments are best 
avoided for pruritus, whilst cocaine derivatives are useful only as palliatives. 
Anxiety is the basic cause of the great majority of cases of simple pruritus 
vulva and if this can be removed the main part of treatment is complete. 
Rest, sleep, mental relaxation and protection of the vulva are secondary but 


important parts of therapy. 


Leukoplakia vulva and leukoplakia ani 

Most gynacologists take a serious view of persistent areas of whitish or 
silvery appearance on the vulva, with persistent cracks or fissures. Once seen 
in out-patients, cases are marked down for prolonged foll-w-up study until 
the condition is completely cured. Following unsuccessful conservative 
treatment (also aimed at curing persistent itching) a biopsy is taken and if an 
expert gynxcological pathologist reports true leukoplakia he implies that the 
condition may be pre-cancerous, i.e., that the mutilating operation of vul- 
vectomy may have to be performed. If in general practice therefore a patient 
with pruritus vulva has silvery areas on the vulva, which persist despite a 
regime of sedation and protection such as I have just described, there is no 
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doubt that another opinion should be sought. Hormone therapy has no place 
in general practice, although the specialist may wish to experiment with it 
or massive vitamin E therapy. Experimental therapy can, of course, be 
carried out by the gynecologist and his colleague in practice but it is safer 
for both to study the vulvar lesion together, before the exhibition of hor- 
mones and especially of powerful caestrogens which can profoundly alter the 
clinical appearances of the vulva in old patients. 

Senile vulvitis 

Apart from diabetes mellitus, senile vulvitis may follow constant urinary 
wetting in elderly women. ‘he vulva may or may not show evidence of 
ageing: gross atrophy of the vulva, a bright red or spotted introitus, and so 
on. ‘The area of vulvitis usually corresponds to the ‘wet’ area and this ex- 
tends down the thighs. Occasionally, purulent senile vaginitis is associated 
with vulvitis and this cause should be excluded before treating vulvitis. 

The inflamed parts are kept dry and at rest at least for most of the day. A 
combination of bed and chair rest with ambulation is safer in old women who 
may also require strict bladder discipline. There is no need to prescribe 
«estrogens ; adequate and reasonably fast healing can be expected with simple 
treatment if this is carefully carried out at home or in hospital. In a resistant 
or very slow-healing case, however, 1 mg. of stilbaestrol daily, by mouth, for 
fourteen days may speed the healing process without causing uterine 
bleeding. 

Kraurosis vulva 

Atrophy of the vulva with stenosis of the lower vagina and introitus may 
exist in very old women, but true kraurosis—-in which the vagina scarcely 
admits the tip of a small finger is very rare. After radium castration a 
degree of kraurosis may develop but not necessarily with symptoms unless, 
tor example, there is a question of remarriage. ‘he condition therefore is so 
rare that before embarking upon treatment it seems reasonable, as in 
leukoplakia, to have a second opinion. 

Finally, apart from kraurosis vulva, a minor degree of vaginal stenosis 
may prevent pessary insertion or render coitus impracticable. Stilbeestrol by 
mouth, in doses of 1 mg. daily, has a dramatic softening effect on the whole 
genital tract. Pessary-life may again become possible. Similarly, if stilbeestrol 
is followed by a course of vaginal dilators over four to six weeks, the re- 
sumption of coitus may be possible without discomfort or vaginal inflamma- 
tion. Any senile vaginal or vulvar condition should have prolonged treat- 
ment, gradually tailed off only after four to six months. Withdrawal bleeding is 
to be expected and the patient should have warning of this possibility. If, 
however, the bleeding should persist after withdrawal of cestrogens, the 


question of carcinoma must be faced and the patient subjected to curettage. 


Senile vaginitis and pessary ulcers 
In the normal menopausal woman, vaginal discharge must be fully in- 
vestigated, especially if the discharge is described as akin to ‘dirty water’ or ts 
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pinkish or bloodstained, and cancer of the uterine body or cervix must be 
excluded. Fortunately, the vaginal mucosa of the post-menopausal woman 
remains thick and loaded with glycogen long after the menopause. In some 
women, however, after radium or surgical castration, or in later years as a 
result of normal involution, the normal thick mucosa is replaced by a thinner 
atrophic epithelium. Thus, for example, coitus after a long interlude of 
continence may cause vaginitis, 

Under the microscope a vaginal smear from a case of senile vaginitis shows 
small immature epithelial cells, leucocytes and often trichomonads; a senile 
vaginal mucosa (the origin of the immature cells) is, in fact, the predisposing 
condition to infection. Again, in older women, the presence of a pessary may 


cause a pressure ulcer or at least vaginitis. A pinkish-yellow discharge results. 


‘The watch-spring pessary is the great offender in causing post-menopausal 
vaginitis. It is selected because it is the only type which can be made to 
pass the narrowing menopausal introitus, but the combination of pressure 
on the menopausal vaginal mucosa, the lost elasticity of the submucosa, and 
the immaturity of the vaginal epithelium paves the way for infection and an 
ulcer. It may be that the rubber is, per se, the cause of vaginitis, but even if 
this is not so, watch-spring pessaries should be avoided if at all possible. 

Treatment of pessary ulcer... With removal of the pessary the healing pro- 
cess begins. ‘I wice-daily baths and careful vulvar hygiene relieve any 
coexistent vulvitis, whilst large bland vaginal pessaries are helpful (e.g. 
thiomersalate in cocoa butter, 1:1000; a pessary of 10 g.). In older women, 
increased rest periods are necessary to supplement local treatment. ‘There ts 
a faster rate of healing if supplementary stilberstrol ts given, but the 
annoyance of stilbeestrol bleeding is a strong argument in favour of the use of 
the simpler and quite effective therapy for general practice. 

In gynecological practice, however, stilbastrol is often used, as patients 
with prolapse are, almost without exception, advised to submit to plastic 
operation, and cestrogen-developed vaginal mucosa and submucosa are 
easier to handle surgically. If aestrogen and local treatment are being carried 
out at home it is good practice to allow two or three weeks to pass before 
admission for operation. ‘This permits the subsidence of vascular congestion 
of aestrogenic origin. ‘The uterine bleeding which commonly follows three to 
four weeks of stilbeestrol is not the worry it is in general practice, since 
diagnostic curettage and histological examination of the cervix are part of 
the operative technique of plastic repair. 

Finally, the administration of aestrogens in pessary form has no advantage 
over oral therapy. 

Treatment of senile vaginitis.._ In general practice, stilbeestrol is best held 
in reserve for the resistant case, as simple therapy usually cures senile 
vaginitis; for example, twice-daily warm baths with increased rest periods 
will often suffice alone. Bland pessary treatment, however, expedites healing 
provided the patient is competent to insert the pessary high up in the vagina 
at night on going to bed. Douching with 5 per cent. lactic acid is rather 
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‘messy’, especially if the patient has never used a douche previously. A nurse 
may, of course, be available to carry out treatment. We do not, in fact, use 
douches in hospital; we are quite content with the rate of healing under the 
simple regime outlined above. Stilberstrol, in daily doses of 1 mg. for 
fourteen days will, however, speed up the process of healing and many prac- 
titioners will choose to use it despite the occasional withdrawal bleeding. 
‘To sum up: in general practice estrogens should be used only in the very 
rare condition of gross senile atrophy of the vagina or introitus, and then only 
if they are causing symptoms. Pruritus vulvz is not relieved by cestrogens. 


CONTROL OF MENOPAUSAL FLUSHING 

Women differ curiously in their reaction to flushing and sweating at the 
climacteric and menopause. Some are genuinely distressed by two or three 
a day and they add that not only is the sweating which follows a cause of 
vexation but there is also a feeling of faintness. Others brush the symptoms 
aside and apparently complain little even if sleep is disturbed. Flushes may 
be classified as follows: 

Group 1: Flushing with menstruation or climacteric menorrhagia. 

Group 2: Menopausal flushing (a) mild; (b) moderate; (c) severe; (d) 
persistent. 

Group 3: Post-irradiation or castration (50 per cent. severe and usually 
persistent). 

Treatment is aimed at avoiding cestrogen therapy if the patient is still 
menstruating, since irregular bleeding may be the price of a cure. Vitamin E 


(alpha-tocopherol) is expensive but it can cure 50 per cent. if given in doses 
of 400 to 600 mg. daily (McLaren, 1949). Improvement may not be felt 
before three or even six weeks and in my experience huge doses, up to 
20,000 mg., may be necessary. ‘he cost is high, perhaps £3 to £4, and 
naturally sedatives are tried in the first place, the vitamin E being reserv ed 
for the very occasional patient for whom the presence of climacteric bleeding 


contraindicates cestrogens. 

For the great majority of women no estrogenic therapy is required so that 
the question of bleeding does not arise. In about 50 per cent. of castrates and 
in 10 to 1§ per cent. of normal menopausal women, however, estrogenic 
therapy is required. McGregor (1953) prefers to begin treatment with five 
days of powerful cestrogens tailing off rapidly to tiny doses. My practice is 
to try to cure flushes With the smallest possible dose of estrogens. A cure can 
be guaranteed in practically every case with a scheme such as: 

Day 1 to 14: Stilbeestrol, 0.5 mg. daily with food 

Day 15 to 20: No treatment (perhaps some flushes) 

Day 21 to 35: Stilbeestrol, 0.5 mg. daily, 
and so on, with strict supervision of doses and intermissions every fourteenth 
day to avoid the building up of endometrium and withdrawal bleeding. ‘The 
daily dose given in subsequent courses may be reduced to 0.25 mg. of 
stilbeestrol and, finally, it is quite safe to dismiss the patient after four 
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months, with twelve tablets of 0.5 mg. stilbeestrol, with instructions to use a 
tablet daily but only if flushes reappear. In the treatment of menopausal 
symptoms there is no place for implanting cestrogens (or androgens). 


VAGINAL SMEARS IN THERAPY AND-“DIAGNOSIS 
There is no need to use vaginal smears as a guide to the efficacy or dosage of 
estrogen therapy. ‘Ihe effect of tiny doses of stilberstrol is to alter the thick- 
ness and maturity of the menopausal vaginal mucosa so that large squamx 
are shed, with a corresponding lowering of the vaginal acidity and a re- 
appearance of acidophilus (Déderlein’s) bacilli. If, however, a cure of flush- 
ing can be achieved with very small doses without affecting the genital 
tract, then the objective of therapy — the cure of flushes is achieved without 
uterine bleeding, which from the practitioner's point of view is ideal. If there 
is some reason why full investigation and curettage should not be carried out 
in a case of post-menopausal cestrogen-induced bleeding, then a diagnostic 
vaginal smear is a second best and, read by an expert, it is of some value. It 


is not foolproof, however, for cancer cells from the uterus may not be shed or 


may be missed even by an expert cytologist. This is a great pity, for it would 
be of immense value if with a vaginal smear taken in out-patients we could be 
sure that aestrogen bleeding was not masking cancer. 


SIDE-EFFECTS AND RESISTANCE TO C&STROGENS 
Flushes resistant to stilbeestrol are rare but they do exist and doses of 
stilbeestrol up to 3 mg. daily may fail. Oral ethinyleestradiol may be tried in 
doses of 0.05 mg. daily for fourteen days, with the usual spacing of courses. 
Finally, massive vitamin E therapy may be tried (35,000 mg. in six weeks), 
although in time the reappearance of flushing is to be expected, so that its 
use is really impracticable. 

Nausea, headaches, tingling of the breasts, a ‘bloated’ sensation, or even 
an increased libido may result from stilbeestrol. In the genital tract the vulva 
may become swollen, vascular and may even desquamate. Cervical mucus is 
seldom sufficient to produce introital desquamation but considerable 
amounts are secreted by the reactivated cervix and Bartholin’s gland, even in 
old women. Finally, there is astrogen-withdrawal bleeding. 

Untoward symptoms such as nausea with epigastric pain should be treated 
by splitting up the dosage of stilbeestrol and prescribing it with food or by 
a reduction in dosage, e.g. stilbeestrol 0.1 mg. daily, may be tolerated without 
loss of therapeutic effect. Alternative forms of treatment are described by 
Malleson (1953) and Bourne (1053): e.g. composite tablets of aestrogens and 
ethisterone, or of oestrogens and androgens, but I have had no experience of 
them. A less expensive alternative is astrone (0.2 or 0.6 mg. daily). 

‘Transient euphoria may be mentioned as a side-effect of estrogen therapy. 
There is no doubt that a cure of flushing with resultant improvement in 
sleeping leads to a rapid improvement in general health. If vitamin E cures 
flushing, it also appears to make the patient feel more cheerful and energetic, 
but I doubt whether estrogen or vitamin E has, per se, euphoric properties. 
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(ESTROGENS IN MENORRHAGIA 

If a woman of 45 begins to have heavy bleeding at her periods, and especially 
if preceding the bleeding there are periods of amenorrhcea for up to six or 
seven weeks, normal pelvic findings might reasonably allow a practitioner 
to conclude that: (1) She has not fibroids; at least fibroids were not felt 
although anesthetic examination with exploration of the uterus might reveal 
them. (2) She probably has metropathia, perhaps with a persistent Graafian 
follicle. 

If, on the other hand, a practitioner is called to see an obese woman who 
is bleeding profusely, bimanual examination and speculum examination are 
equally difficult so that the cause of the bleeding may remain obscure. It 
the history is not suggestive of metropathia, but rather of an increased fre- 
quency and duration of menstruation with perhaps episodes of metrorrhagia, 
cancer may exist (be it only a small chance) in the uterine body or cervix. 

The point I want to emphasize is: hormone therapy is based on the 
certainty that there is no abnormality in the pelvis apart from that produced 
by the disturbed endocrine functions of the climacteric. Jn my opinion, there- 
fore, without complete examination under anesthesia, including careful bimanual 
examination and curettage, it is not justifiable to use any form of hormone 
therapy for irregular or excessive bleeding at the climacteric. Moreover, it is 
important to remember that climacteric bleeding can be cured in 50 per cent. 
of cases by curettage supplemented perhaps by a convalescent holiday, i.e., 
although the vast majority of anasthetic examinations of the pelvis prove to 
be negative the curative effect on 50 per cent. of patients must not be 
overlooked (Foulkes, 1949). 

What, then, is advisable in practice? The first line of treatment rests on a 
careful vaginal and speculum examination. Is there a fibroid? Is there 
tenderness in the adnexz or a fixed tender retroversion suggesting endo- 
metriosis? Is the cervix normal? 

With these facts established and the patient reassured, treatment has 
begun. Episodes of bleeding are certainly controlled to some extent by 
rest in bed and, provided there is no question of a serious haemorrhage with 
resultant anemia, a waiting policy for, say, two months is justified. The 
patient can be expected to improve spontaneously. If, however, this is not so, 
then not immediate hormone therapy but further diagnostic measures, with 
curettage and convalescence, should follow. Finally, for resistant or per- 
sistent climacteric bleeding, the question of hormone treatment can be 
opened after complete investigation in hospital. Methyltestosterone, 15 mg. 
daily by mouth, for twenty-eight days (420 mg.) may be tried, with a weekly 
assessment of the effect ot treatment and a careful lookout for sensitive 
patients who may easily develop acne or hirsuties. A second course may be 
prescribed after a seven-day interval. Prolonged treatment, however, in- 
volves a risk of hirsuties and only in exceptional cases should more than 1000 
mg. be given. 

Another form of therapy at present on trial is the use of massive doses of 
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powerful cestrogens in the second half of the estimated cycle, e.g. ethinyl- 
«estradiol, 0.05 mg. by mouth daily for fourteen days, followed by three or 
four courses aimed at producing ‘controlled’ withdrawal bleeding. Either of 
these measures may succeed but both require careful selection of cases and 
meticulous follow-up observation and, of course, failures are common. Space 
does not permit a full description of the many combinations of hormones 
prescribed by various authorities but mention must be made of the anterior- 
pituitary preparations which, in theory, luteinize the follicle and produce 
normal progestational endometrium. No clear success has been recorded 
with this form of therapy nor have I encountered convincing reports of the 
efficacy of the present anterior-pituitary preparations. ‘They are mentioned, 
therefore, to be condemned. ‘This somewhat gloomy picture of the treatment 
of menorrhagia at the climacteric may be dispelled in due course, but even 
if efficacious hormone therapy is finally evolved its use will never precede 
careful gynecological investigation. In fact, hormone therapy will always re- 


quire a close liaison between the gynecologist and the practitioner and this 


liaison in therapy and diagnosis is essential today when all forms of hormone 


therapy are experimental. 


SUMMARY 
This article is written from the viewpoint of a gynecologist who often sees 
the results of mismanaged hormone therapy, especially mismanaged cestro- 
gen therapy. An attempt is therefore made to define the indications for 
hormone therapy and to suggest alternative and equally effective treatment 
when possible. 

In general, it is suggested that the family doctor should ask himself ‘can 
I treat this patient satisfactorily without hormone therapy?’, and secondly, 
‘if bleeding follows hormone therapy, what steps are planned to exclude 
cancer or other pelvic disease?’. 

Flushings, if severe enough, and very occasional senile conditions of the 
genital tract, but not pruritus vulva and pruritus ani, are accepted as in- 
dications for astrogen therapy. ‘The numerous symptoms which may be 
classified under nervous instability are not accepted. 
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GYNA:COLOGICAL DISORDERS IN 
OLD AGE 


By W. I. C. MORRIS, M.B., F.R.C.S.Ep., F.R.C.O.G. 
Professor of Obstetrics and Gynaecology, University of Manchester. 


MAny women aged 65 and over experience symptoms referable to the genital 
tract. Their tolerance of these symptoms is surprising. When they report 
sick, it is often on account of lesions which have existed for a long time, and 
the underlying disease is far advanced. 


COMMON GYNACOLOGICAL SYMPTOMS IN OLD AGE 
The direct complaint of ‘something coming down’ is perhaps the most fre- 
quent. Usually, the symptoms of prolapse develop before the age of 65, but 
sudden worsening of the condition is quite common in old age. 

Purulent vaginal discharge is also common. ‘This quite often complicates 
prolapse or its management by pessary, but many other conditions may be 
responsible, ranging from a simple vaginitis to carcinoma of the cervix. 
Sometimes the discharge is intensely malodorous, especially in carcinoma ot 
the cervix or in the vaginitis produced by a neglected pessary, and in such 
circumstances the main complaint may come from the patient's relatives. 

Another problem arises with the complaint of bloodstained vaginal dis- 
charge. Any bleeding, however slight, is to be regarded as a most sinister 
event. It is generally said that 50 per cent. (Baird, 1950) of all cases of post- 
menopausal bleeding are caused by some form of genital cancer. In patients 
aged 65 or more the proportion is probably much higher. 

Pruritus vulve causes a number of old ladies to seek advice and it is often 
of very long standing. It is usually associated with local lesions of the vulva, 
perineum, and anus, but it is sometimes difficult to decide whether these are 
the cause of the tendency to scratch, or its result. Pruritus vulve occurs not 


infrequently as a complication of general systemic disease. Diabetes mellitus 
is the classical example, but cases also arise in association with pernicious 


anemia. Apart from pernicious anaemia, the discovery of gastric achlor- 
hydria appears to be too frequent to be purely coincidental. Dietetic 
deficiencies in elderly people living alone are known to be common and, 
whilst it is not possible to establish a relationship of cause and effect, it is 
interesting to note the improvement in pruritus vulva which often follows 
oral therapy with vitamin A supplements coupled with hydrochloric acid 
(Swift, 1936). There is still a large proportion of cases, however, for which 
there is no satisfactory explanation (Jeffcoate, 1949). 

Observant patients may occasionally present with a history of having 
noticed a tumour, or a ‘lump’, in the vulva or in the abdomen. Carcinoma of 
the vulva is a disease to which the aged are particularly prone, but they have 
no immunity from the less accessible gynacological tumours. 
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Urinary symptoms are very common. Pain on micturition may be the result 
of cystitis or other bladder lesions, but at least as often it is explicable in 
terms of the irritant action of rather acid urine upon an inflamed and 
fissured vulva. Exertion incontinence and urge incontinence are often 
troublesome. Occasionally, continuous incontinence develops unavoidably 
as a terminal phenomenon in an old lady about to die, or as the result of 
fistula formation in a neglected or unwisely treated carcinoma of the cervix. 
Much more often, however, incontinence of urine is paradoxical: the result 
of overflow in an unrelieved retention of urine. Retention may be an ex- 
pression of feeble bladder tone or of forgetfulness, but often there is a more 
definite organic cause. An irreducible procidentia is often accompanied by 
retention. Cystic or solid ovarian tumours impacted in the pelvis, or cervical 
carcinoma invading the bladder base, may be responsible. Occasionally, 
retention is attributable to a urethral stricture caused by scarring of the 
vestibule from long-standing atrophic inflammation (so-called kraurosis 
vulvz), and similar results may follow a wide vulvectomy for cancer or 
leukoplakia. 

Rectal constipation is common, especially in genital prolapse associated 
with marked rectocele. Apart from this, there are at this epoch few gynaco- 
logical conditions which give rise to rectal disturbances. 


EXTERNAL VULVAR DERMATITIS 
The clinical appearances are varied. Simple erythema is the most common 
manifestation but papule formation and vesication are not at all unusual, 
whilst the appearance of exquisitely tender linear ulceration 1s not in- 
frequent. ‘The most sinister cases are those associated with leukoplakia. 

The term ‘leukoplakia’ is difficult to define precisely. For everyday prac- 
tical purposes, it should be applied to a silvery lustrous opacity of the skin 
developing upon an area of chronic inflammation. It may affect the whole 
vulva, and may spread to the perineum and anus and even on occasions to 
the natal cleft. At other times it is restricted to well-defined portions of the 
external vulvar integument. ‘he term leukoplakia should not be applied to 
the mere absence of pigment from areas of the vulvar skin or to lesions where 
the superficial layers of the epidermis are thickened, sodden and inclined to 
desquamate. ‘The latter condition may be of fungal origin. 

The presenting symptom is pruritus vulva. Other symptoms occur with 
the presence of fissures, ulceration and secondary pyogenic infection. Pain ts 
then prominent, especially on the friction of clothing, or on the rubbing 
together of skin surfaces. Serous or seropurulent discharge with varying 
admixture of blood is usual. Painful enlargement of lymph nodes in the 
groins may be so marked as to mask the other complaints. 

In management, possible etiological factors should be considered, Ex- 
amination of the urine for sugar should never be omitted; a blood count 
and test meal may show unexpected findings. Occasionally the possibility 


of pediculosis or scabies is overlooked, Defects of local hygiene should be 
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searched for, but the defect may be one of too much zeal: the application of 
over-strong antiseptics as lotions, soaps, or ointments, and sensitivity to 
medicated toilet paper maintain the infection in some cases. 

In therapy, local hygienic measures are most important. ‘They include at 
their simplest: careful washing of the parts with the plainest of soap, and 
care in rinsing off all soap with clean water. The parts should be gently 
dried with a soft towel, and a suitable talc and zinc oxide dusting powder 
should be liberally applied. This toilet is required at least twice daily, and if 
possible should be repeated on each occasion when the bowels or bladder are 
emptied. If the inflammation is acute, the patient should be encouraged to 
spend some portion of each day lying down, since the friction of locomotion 
can be particularly trying in such circumstances. Opportunity may be taken 
on these occasions to spray the parts with an astringent lotion which is 
allowed to evaporate (e.g., equal parts of warm water and dilute lead lotion, 
B.P.). This gives results somewhat better than those obtained with the 
application of such lotions in the form of compresses. If the latter technique 
is employed, the compresses should be left in position for five minutes only, 
since wet dressings generally increase the tendency to macerate. ‘The 
application of strong antiseptics is apt to do more harm than good, but the 
use of gentian violet paint in 0.5 per cent aqueous solution is sometimes 
effective. In cases of pruritus without much evidence of active inflammation, 
a paint containing 1 in 80 phenol sometimes gives relief. Menthol, 0.5 per 
cent., in a vanishing cream base may give similar symptomatic benefit, 
whilst some patients are helped by the application of one of the proprietary 
antihistamine creams. ‘The value of the oral administration of antihistamine 
drugs is doubtful, except in cases in which an allergic factor is clearly 
demonstrable. Some patients are improved by the rather empirical ad- 
ministration of dilute hydrochloric acid B.P. (30 minims [2 ml.] thrice daily) 
with vitamin A supplements to the diet. Sleep may be seriously interfered 
with, and the cautious administration of a barbiturate at night is often 
beneficial. Butobarbitone, 14 grains (0.1 g.), is usually adequate. 

The value of x-ray therapy in these cases is limited. In the hands of the 
expert radiotherapist, a single minimal treatment may be employed with 
benefit, but the effects of repeated doses are rarely satisfactory and untoward 
reactions occasionally occur. 

More than 40 per cent. of cases of vulvar cancer develop on a basis of 
leukoplakia (‘Taussig, 1940). Although it is not possible to quote an accurate 
figure for the liability of leukoplakia to proceed to cancer, it is certainly 
fairly high, and there is ample justification for advising excision of the vulva 
in any case of leukoplakia in which persistent cracks or fissures develop, or 
in which epithelial excrescence, however slight, is detected. 


SENILE VULVOVAGINITIS 
The etiology of this condition is probably related to senile atrophy of the 
genital epithelium. ‘The bacterial flora of the vagina shows no characteristic 
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invading organism, but cultures may reveal a growth of Candida albicans. 
‘The vestibule and the vaginal orifice are reduced in size, the urethral orifice 
is often notably inflamed, and the granulomatous papilla referred to as 
urethral caruncle is usually present. Dark cyanotic petechia are visible on 
the vaginal walls, but these may be obscured by white patches of thrush. 
The vaginal portion of the cervix shares in the inflammatory process. There 
is a tendency to adhesions between the vaginal walls. As these are broken 
down, or when the vagina is swabbed out, multiple oozing spots of capillary 
bleeding are seen, and hemorrhage may be quite brisk for a few moments. 

Many cases are symptomless. When the patient complains, it is of deep- 
seated pruritus, with purulent vaginal discharge, occasionally mixed with a 
few streaks of blood. Micturition is often painful, especially when a caruncle 
is present. Occasionally one is astonished to hear really elderly patients 
complain of dyspareunia. 

In therapy, there is usually pronounced benefit from the local application 
of estrogenic substances. These are most conveniently applied in the form 
of cocoa-butter or gelatin pessaries (each containing 10,000 units [1 mg.] of 
cestradiol monobenzoate), one of which should be inserted into the vagina 
daily for fourteen days. A second course may be prescribed if necessary after 
an interval of fourteen days. Some caution is required, even with this method 
of administration, lest estrogen bleeding be induced. This is even more 
likely to occur if stilbeestrol is given by mouth, but there is no reason why 
the oral route should not be employed if the patient does not tolerate 
vaginal pessaries. ‘lhe prescription of stilberstrol, 0.5 mg. daily for a fort- 
night, repeated in similar dosage after an interval of fourteen days, should 
rarely be exceeded. ‘The application of vaginal antiseptics may accelerate 
resolution, but the preparation employed must be bland and its application 
devoid of trauma. The daily instillation, through a soft rubber catheter, of 
10 ml. silver proteinate (10 per cent.) is satisfactory. ‘The patient should lie 
down at the time of instillation and for some twenty minutes thereafter. 

Antibiotics should be used with extreme caution, whether the administra- 
tion be systemic or local. With the already high incidence of infestation with 
Candida albicans, severe and stubborn thrush may supervene. 


INFLAMMATION OF THE UTERUS AND ITS APPENDAGES 

A senile endometritis of innocent origin is a not uncommon condition. ‘The 
clinical manifestations are not very distinctive, except when some relative 
obstruction to drainage occurs. In such circumstances a pyometra usually 
results. Depending upon the degree of obstruction, there is continuous or 
intermittent escape of a thin discharge which may be serous, frankly puru- 
lent, or bloodstained. There may be some dull, aching, suprapubic pain 
immediately before the escape of such discharge. Unfortunately, carcinoma 
of the uterine body is usually associated with much endometrial inflamma- 
tion, and it is therefore necessary to carry out a diagnostic curettage in the 
presence of such symptoms. The forced dilatation of the cervix is often 
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curative if carcinoma is absent. ‘The chance of resolution may be further 
favoured by leaving a rubber catheter stitched to the cervix with catgut in 
such a way that its ‘eye’ is maintained within the uterine cavity, thereafter 
instilling glycerin through the catheter in 20 ml. doses, six-hourly, until 
the catgut softens and comes away, usually not later than the fifth or sixth 
day. A few cases do not respond to this treatment, and in these hysterectomy 
may have to be considered. 

Senile salpingitis is rarely an acute or troublesome disease; it is usually 
an unnoticed complication of a necrotic uterine tumour, e.g., a Carcinoma or 
a subepithelial fibroid. However, even in the absence of such a tumour, an 
occasional acute tubo-ovarian abscess develops, as a result of either an 
ascending infection from a senile endometritis, or sometimes a hamato- 
genous infection. ‘he bowel is usually adherent to the inflamed appendages 
in such circumstances, and the differential diagnosis is difficult. Confusion 
with diverticulitis or carcinoma of the pelvic colon is usual. 


PROLAPSE IN THE AGED 
If a patient first complains of symptoms referable to prolapse at or after the 
age of 65, it is prudent to look for some underlying cause. ‘The prolapse may 
indeed be a new development; it may be that a sudden worsening of a pre- 
existing displacement has occurred; it may be that her attention has been 
drawn to a previously symptomless prolapse by the occurrence of a super- 
ficial infection of the overlying skin; or some acute costive crisis may have 
drawn attention to a rectocele which is enly partially to blame for the con- 


stipation. In prolapse dev eloping de novo in old age, it is wise to consider the 


possibility that it may be the result of increasing intra-abdominal pressure 
from a tumour or other causes. When vaginitis is present, it should be 
cleared up by appropriate means before treatment of the prolapse is con- 
sidered. ‘The digital evacuation of rectal scybala followed by appropriate 
after-care may be equally successful. 

‘The increasing safety of surgical procedures justifies the recommendation 
of operative treatment for all but the feeblest of patients. ‘The choice of 
operation varies from case to case, but in general the Manchester type of 
operation is quite satisfactory and well tolerated. Healing after the operation 
is rarely as prompt as in younger patients, but this is less important in a 
formal colporrhaphy operation than in the rather infrequently performed 
operations designed to close the vagina. In the latter, poor healing may 
counteract the value of a theoretically admirable procedure. 

Pessary treatment has its place. Many patients become greatly attached to 
their pessaries, even when these are of unsuitable type, and feel quite un- 
dressed without them. ‘The vulcanite ring is the most generally successful 
instrument. Selection of the correct size is difhcult, and may require the 
empirical procedure of trial and error. The pessary should be changed every 
six weeks, and opportunity should be taken before replacing it to inspect 
the vaginal skin for evidence of inflammation. There is always some degree 
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of vaginitis with pessary management, but so long as it is restricted to a few 
petechia along the line of contact between the ring and the vagina, it can be 
ignored. Vaginitis of any severity is an indication to refrain from further 
pessary treatment until it has been cleared up. ‘The question of whether or 
not to advise the patient to douche is perennially debated. If the patient can 
be relied upon to report at six-weekly intervals to have the pessary changed, 
douching need not be insisted upon, unless discharge develops. In that 
event a bland douche (e.g., 1 teaspoonful of sodium bicarbonate to a pint 
of warm water), twice weekly, may be prescribed. Patients require the 
clearest and most positive instructions to avoid the use of domestic anti- 


septics, since they habitually employ these in a strength which is almost 


caustic. 


GENITAL CANCER IN OLD AGI 

Carcinoma of the uterine cervix.The signs and symptoms do not differ 
materially from those in younger persons. ‘The sinister symptom of post- 
menopausal bleeding is usually the first indication and is an indication for 
thorough examination of the vagina by touch and by vision. If no cervical 
cancer is recognized, it is essential to avoid the trap of attributing the 
symptom to other and more obvious lesions such as urethral caruncle, 
senile vaginitis, benign cervical polypus. In all cases the examination should 
be continued by cervical biopsy and curettage before excluding carcinoma 

The management of cervical cancer in old age does not differ from that 
in younger persons. ‘There is a somewhat higher proportion of advanced 
lesions, and there may be more patients from whom it is deemed advisable 
to withhold treatment. This ts particularly so when the growth is invading 
the bladder or the rectum. In such circumstances the onset of fistula is 
likely to be accelerated by any form of treatment. Palliation is all that can 
be attempted. Here the use of chlorine-containing douches, e.g., 1 fluid 
ounce (28.5 ml.) of eusol to 1 pint (570 ml.) of water, may help to diminish 
the odour of the inevitable discharges. Alternatively a proprietary hypo- 
chlorite solution may be employed in similar strength 

Carcinoma of the uterine body. This is relatively more common than in 
younger patients. ‘The principles of treatment do not differ but, with the 
bad surgical risks of old age, individual cases may be selected with more 
confidence tor radiotherapy. It is noteworthy, however, that modern 
methods of anesthesia have greatly reduced the dangers of hysterectomy 

Carcinoma of the vulva. Although a relatively rare condition, this is the 
gynaxcological cancer most characteristic of old age. ‘The fact that so many 
cases follow upon an external vulvar dermatitis of long standing often has 
the paradoxical effect of delaying the diagnosis. ‘The symptoms are regarded 
by the patient as further manifestations of the chronic martyrdom to which 
she has been subject, and advice is not sought until a late stage. ‘The lym- 
phatic drainage of the vulva is exceptionally free. Many anastomotic channels 
cross the midline, allowing the cancer to spread rapidly and bilaterally. ‘The 
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inguinal or iliac metastases are extremely painful, press upon, and not 
infrequently erode, the great vessels, and fungate readily. 

It is therefore most necessary to secure the prompt diagnosis and the 
adequate treatment of vulvar cancer. Radiotherapy is not generally useful: 
the response of the primary tumour is unpredictable, the production of much 
local necrosis is an unpleasant and not infrequent complication, and the 
secondary deposits in the nodes are resistant to treatment. he operative 
extirpation of the whole vulva with the lymph nodes on both sides is the 
treatment of choice (Way, 1951), and is usually well tolerated even by 
feeble old ladies. ‘The immediate relief of pain and the improvement in 
general health are often quite remarkable. 

Ovarian carcinoma._-The complex problem of ovarian cancer is the same 
in the aged as in the younger woman. It should be emphasized, however, 
that very few patients should be denied operation on the score of old age. 
It is rarely possible to be certain of the diagnosis of malignancy before 
laparotomy is undertaken, particularly in the elderly patient who in the 
autumn of her years grows a large benign ovarian fibroma. In such circum- 
stances the well-known association of ascites with this tumour may lead to 
foreboding which the event does not justify. 


SUMMARY 
(1) The common gynecological symptoms of old age are discussed. 
(2) External vulvar dermatitis and its management are discussed, with 
particular reference to the significance of leukoplakia and the place for 


vulvectomy. 

(3) The appearances of senile vulvovaginitis are described; reference is 
made to the fact that many cases are symptomless, and therapy with local 
applications of aestrogenic substances is advised. 

(4) Senile inflammations of the uterus and its appendages are mentioned, 
together with the frequent association of carcinoma of the uterine body 
with such inflammatory changes. 

(5) The management of genital prolapse is examined. It is emphasized 
that the symptoms are sometimes related to complications rather than to the 
prolapse itself; the comparatively satisfactory results of operative treatment 
are stressed, and pessary hygiene is discussed. 

(6) Genital cancer in old age does not differ in its clinical manifestations 
from the same disease in younger persons. ‘The management is influenced 
by the greater proportion of relatively advanced lesions. ‘The importance 
of early diagnosis and adequate operative treatment for carcinoma of the 
vulva is emphasized. 
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SALPINGITIS 


By C. M. GWILLIM, M.D., F.R.C.P., F.R.C.S., F.R.C.0.G. 
Obstetric Surgeon, St. George's Hospital. 


INFLAMMATION of the Fallopian tubes is never an isolated process but is the 
result of the spread to the tubes of an infection in neighbouring organs. ‘The 
organisms responsible reach the salpinx by: (a) growing up the uterine 
cavity to cause an endosalpingitis—as in gonococcal salpingitis and in some 
cases of acute decidual endometritis; (b) being carried in the lymphatics 
from the cervix and corpus uteri to cause a perisalpingitis—-as in many Cases 
of post-abortal uterine infection or in parametritis; (c) transperitoneal 
spread or by being blood-borne—-as in tuberculous salpingitis and tubercu- 
lous peritonitis; (d) direct spread from neighbouring inflamed and adherent 
organs—as in appendicitis or diverticulitis. 

‘Twenty to thirty years ago it was true to say that of all cases of salpingitis 


75 per cent. were gonococcal, 5 to 10 per cent. tuberculous and most of the 


remaining 20 per cent. due to puerperal infection. Now the picture has 
changed. Salpingitis, as a clinical entity, is not seen nearly so often and the 
percentage distribution has altered. 


CLASSIFICATION 

Gonococcal salpingitis.The typical case of gonococcal salpingitis with 
associated urethritis, bartholinitis and cervicitis, and a history of dysuria and 
discharge starting a few days after intercourse, is seldom seen. The advent of 
chemotherapy and antibiotics has lessened the incidence of the disease and 
minimized and masked the sequela. ‘There are cases in which the disease is 
probably gonococcal although the florid features of the disease are absent. 
In some the gonococcal complement-fixation test helps. In others the diag- 
nosis remains in doubt. 

Salpingitis caused by ascending infection..The most common type of sal- 
pingitis now is that due to ascending infection resulting from: (i) attempts 
to procure abortion; (ii) violent douching by the patient; (iii) insufflation of 
the tubes, or hysterosalpingography performed without sufficient aseptic 
precautions or in the presence of cervical or pelvic inflammation; (iv) the 
insertion of radium into the uterus in circumstances similar to (iii). 

The first of these causes is responsible for the vast majority of cases. It is 
not always possible to get a true history in these cases but they are mostly 
associated with retained products of conception. If an abortion is incomplete 
it is sometimes the result of a spontaneous, but more often of a criminal, 
abortion. In a spontaneous abortion factus and placental tissue tend to die 
together and to be thrown out together. In criminal abortion the fetus is 
often expelled alone, leaving part or the whole of the placenta to become a 
breeding ground for bacteria, aerobic or anaerobic. The anaerobes, such as 
the anaerobic streptococci, are often associated with salpingitis. When 
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douching is the cause of salpingitis it is usually associated with abortion and 
probably should in most cases be included in the first group. Sometimes, 
however, the patient is not pregnant or does not know she is pregnant and 
douches herself because of an associated leucorrhcea or vaginal discharge, 
or for so-called hygienic reasons. ‘The Higginson syringe and similar methods 
should not be employed, and women should be instructed to use gentle 
irrigation only. Insufflation of the tubes, hysterosalpingography, dilatation 
and curettage should not be lightly undertaken. ‘he simplicity and ease ot 
these procedures should not tempt the doctor to use them in unsuitable 
surroundings. Although these are not common causes of salpingitis, they 
are especially tragic since the patients are usually being investigated for 
infertility. 

Tuberculous salpingitis now has a more prominent place in our minds and 
in our wards. It is difficult to say whether there is an actual increase in the 
number of cases of tuberculous salpingitis but it certainly seems that the 
percentage of such cases has increased in relation to the other types — if 
only because of the increasing rarity of gonococcal salpingitis and the de- 
crease in the number of cases of post-abortal sepsis. Again, tuberculous sal- 
pingitis and endometritis have achieved a more prominent place in our 
minds as a result of the use of endometrial biopsy. ‘his important aspect of 
salpingitis is discussed in the article on “Tuberculosis of the female genital 
tract’ (p. §27). 

Salpingitis secondary to diverticulitis is not common and there are no 
features to separate it from the primary lesion or to give it added importance 
More difficult is the case in which a chronic tubo-ovarian abscess is adherent 
to the colon and simulates diverticulitis. 

Salpingitis secondary to appendicitis is much more common. Here the im- 
portant thing is to make the diagnosis of appendicitis. ‘his is easier to do 
before the picture has become obscured by the salpingitis and_ pelvic 
peritonitis, but where there is doubt the case must be treated as one of 


appendicitis. ‘The tube has a double blood supply, seldom perforates and 
tends to spontaneous healing. ‘The appendix with its single artery tends to 


perforauon and gangrene and its infected contents are liable to cause a 


spreading peritonitis. 


CLINICAL FEATURES 

Acute salpingitis. -Vhe history, if accurately given, will suggest or confirm 
the cause of the condition. Unfortunately, the history may often have to be 
discounted owing to the unwillingness of the patient to disclose the fact that 
there has been an attempt at criminal abortion. ‘The presence of an intact 
hymen does not absolutely rule out an ascending infection, but it is strong 
evidence against this and favours a diagnosis of tuberculous salpingitis. 

Pain is the main symptom and usually starts as a dull ache in the pelvis, 
back and suprapubic region. ‘This pain is like that of severe premenstrual 
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congestion. It becomes more severe and is made worse by muscular and 


visceral movement: e.g. movement of the lower limbs and abdominal 
muscles. ‘The patient prefers to lie on her back with the thighs flexed and 
the abdominal muscles relaxed. Micturition and especially defacation are 
painful. Coitus is impossible on account of deep dyspareunia, and bimanual 


examination elicits a similar pain from pressure on the distended tubes or a 
pelvic mass, which may be matted intestine, tubes, ovaries or omentum, or 
a tubo-ovarian or pelvic abscess. ‘The abdominal pain is characteristically 
limited to an area which is covered by the hand placed over the symphysis 
pubis. It is midline and bilateral but does not extend usually as high as the 
pain of appendicitis which is about three inches farther up and to the right. 
The pain is accompanied by lower abdominal distension, constipation and 
sometimes nausea but seldom vomiting or rigors. Whilst the pain of 
appendicitis characteristically starts with nausea, pain in the region of the 
umbilicus, and goes on to pain in the right iliac fossa, the pain of salpingitis 
starts in the pelvis and gradually involves the lower abdomen. Sometimes 
large masses, filling the lower abdomen, are seen in salpingitis but this is 
rare and limited to the chronic cases with superimposed acute infection or 
those rare cases in which, as in late pregnancy or with large fibroids, the 
tubes are well out of the pelvis before the infection occurs. 

Rigidity of the abdominal muscles is found if the peritonitis spreads out 
of the pelvis, but this is rare. It was seen when gonorrheeal salpingitis oc- 
curred in young children. Nowadays true rigidity is strong presumptive 
evidence of appendicitis. ‘This must not be confused with tenderness and 
guarding of the muscles which disappear on gentle palpation. 

The temperature is raised, sometimes to 103 F. (39.5 C.), and tends to 
be higher than in appendicitis. 

Examination of the vulva and vagina may show signs of urethritis, 
bartholinitis or cervicitis but these are often not present because so many 
cases have already been inadequately treated with chemotherapy or anti- 
biotics. Bimanual examination elicits tenderness on moving the cervix, 
tenderness in the posterior half of the pelvis and, in the more advanced 
cases, a retroverted uterus with bilateral tender swellings behind it. Rectal 
examination is often more rewarding than vaginal examination. 

In cases of exacerbation of inflammation in the presence of chronic sal- 
pingitis, or following douching or tests for tubal patency, the symptoms and 
physical signs follow the pattern already described. 

Chronic salpingitis. This may be symptomless and discovered only at 
laparotomy or investigations for sterility. It may yive rise to congestive 
dysmenorrhea, dyspareunia, pelvic pain, backache or menorrhagia. Usually 
there are no abdominal physical signs although a swelling may be felt 
arising from the pelvis. ‘This occurs in severe cases of tuberculous salpingitis 
or with sterile pyosalpinx. 

Bimanual examination reveals extra-uterine swellings—-the thickened or 
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enlarged tubes usually adherent to the ovaries and often incorporating them 
in tubo-ovarian abscesses. The uterus is usually retroverted and attached to 
these swellings. When the pus is limited to the tubes by inversion and 
adhesion of the fimbriz and closure of the interstitial portions, typical tender 
retort-shaped swellings are produced but the disease tends to run a mild 
course. When the pus formation is not limited to the tube but produces a 
peritubal or paratubal abscess or a collection in the pouch of Douglas, the 
course of the disease is much more severe, with increasing malaise, hectic 
fever and sometimes rigors. ‘he white blood count is markedly raised and 
in these slowly progressive cases the red cell count falls. 


DIFFERENTIAL DIAGNOSIS 

Acute salpingitis.-In practice the first and most important question is 
whether the case is one of acute salpingitis or acute appendicitis. In most cases 
a careful history and examination will leave no doubt. As has already been 
stated, any case of doubt should be treated as appendicitis but this is not 
an excuse for removing the tubes if they are found to be inflamed, or for 
opening the abdomen by a gridiron incision. A midline or paramedian in- 
cision should always be used. The gridiron incision should be reserved for 
cases of pointing appendix abscess. Having decided that the case is one of 
acute salpingitis the next question is whether or not it is tuberculous. In most 
cases the history and physical examination will afford a correct guide. It 
may be necessary to employ ancillary tests such as x-rays of the chest and 
abdomen, white blood counts, and complement-fixation tests. In some of 
the more chronic cases the diagnosis may remain in doubt or be made 
obvious only by laparotomy. Whether surgery or even endometrial biopsy 
is desirable in these cases is still a debatable matter. 

Torsion of an ovarian cyst may simulate salpingitis if the cyst has not been 
observed before torsion and if the torsion is recurrent or has resulted in a 
chronic peritonitis with adhesions and infection of the cyst. In most of these 
cases the ovarian cyst is out of the pelvis, since it must have a long pedicle 
and be mobile in order to undergo torsion. Torsion of a small tumour can 
occur in the pelvis but it is rare. Torsion may also affect pedunculated 
fibroids or the tube. 

Red degeneration of a fibroid will cause a low-grade pyrexia, nausea or 
vomiting, abdominal pain and tenderness, but it is usually associated with 
obvious fibroids during pregnancy or at about the time of the menopause. 
Infected ectopic gestation can be a real diagnostic problem in the absence of 
an accurate history. A final diagnosis may not be possible without laparo- 
tomy. Pyelitis and cystitis in a patient who is not 2 reliable witness but has 
quiescent chronic salpingitis may give rise to confusion. ‘The bacteriological 
evidence of urinary infection, together with localization of pain in the loin, 
helps to establish the diagnosis. 

Chronic salpingitis.-This may not be associated with any symptoms, or 
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the patient may complain of intertility or of symptoms associated with pelvic 
congestion, exacerbation of pelvic infection, or the presence of extra- 
uterine masses. ‘There is little to be gained by a detailed consideration of 
these, but perhaps one fact is worthy of note. Endometriosis, with its chocolate 
cysts of the ovaries and masses in the recto-vaginal septum, is now a much 
more common cause of sterility, menorrhagia and pelvic pain than chronic 
salpingitis. It is now rare to have to operate on chronic tubo-ovarian 


abscesses. 


PROGNOSIS 
In the early cases, complete clinical resolution of the infection may occur. 
‘There may be no residual tubal thickening or interference with tubal 
function. Most cases, however, are left with intratubal or extratubal ad- 
hesions which may cause ectopic gestation or sterility. In the more severe 
cases the tubes may remain permanently thickened, distended and retort- 
shaped. When this happens the patient does not necessarily have any 
symptoms, but usually she suffers from persistent pelvic pain, dyspareunia, 


menorrhagia and sterility. 


TREATMENT 
Prophylactic 
The decline in the incidence of gonococcal salpingitis is due to better 
education about the disease and especially to the antibiotics. ‘The possible 
danger of forceful douching at any time, but particularly during or shortly 


after a period or during pregnancy, is not sufficiently appreciated. ‘Tubal 
insufflation or hysterosalpingograms should not be lightly undertaker and 


are best avoided in the presence of pelvic infection. 


Curative 

Regimen.—'Vhe patient should be confined to bed until active inflamma- 
tion has subsided and the temperature and pulse rate have returned to 
normal. 

Diet._-A light diet is ordered in the acute stages. In the severe cases of 
spreading infection a fluid balance chart should be kept and parenteral 
fluids may be required. 

Bowels.—_In subacute or chronic cases the patient is more comfortable if 
she has a daily bowel action secured by laxatives or enemas; possibly this 
is due to a reduction of pelvic congestion. In acute cases or when there ts 
abscess formation it is better not to worry about constipation. ‘The rest 
atforded the pelvic organs is more important. 

Drugs._In the acute cases, penicillin, either crystalline penicillin (500,000 
units eight-hourly) or procaine penicillin (600,000 units twice daily), is 
indicated. ‘The initial dosage may be increased in severe infections and the 
maintenance dose may be reduced following a favourable response. Sulpha- 
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dimidine or other favoured sulphonamide, in an initial loading dose of 2 g., 
followed by 1 g. four-hourly for five days, should be prescribed. Most cases 
respond rapidly to these measures. Should a favourable response not occur, 
the diagnosis must be reviewed. If there is no reason to alter the diagnosis, 
the possibility that an abscess, usually pelvic but occasionally subphrenic, 
is forming should be considered and this possibility must always be borne 
in mind whenever the temperature and pulse fail to settle. 

The sulphonamide drug should not be given for longer than five days. It 
further antibiotic treatment is required it is better to change to chloram- 
phenicol, 250 mg. six-hourly for five days. 

The treatment outlined above for the acute attack applies equally to 
recurrent attacks, but does not apply to tuberculous salpingitis. 

Surgical treatment.'The role of operative treatment is now subsidiary to 
the medical treatment, which should be continued as long as there is no 
clear-cut indication for surgical intervention. A pelvic abscess must be 
drained. Usually this is best done through the abdomen, especially in the 
recurrent cases. A posterior colpotomy is sometimes a wiser procedure when 
the patient is extremely ill and there is a large abscess in the pouch of 
Douglas. Operative treatment may be indicated in recurrent cases which fail 
to respond to medical measures. 

The surgical treatment of tuberculous salpingitis is a debatable point and 
outside the scope of this article. 

FOLLOW-UP PROCEDURI 

A pelvic examination should always be made when the inflammation has 
apparently subsided. Any residual pelvic swelling should be noted and the 
patient should be examined periodically after she has returned to normal 
duties. Pelvic short-wave diathermy is often prescribed to assist resolution 
of pelvic infection. In many cases it is comforting and seems to be helpful, 
although Nature often achieves miracles unaided. If the condition has be- 
come chronic and is giving rise to menorrhagia, pain, or deep dyspareunia, 
laparotomy should be advised. If it is necessary to remove both tubes it is 
probably better to remove the uterus as well. Many patients will return com- 
plaining of sterility. Some of these may possibly justify salpingostomy or 
tubal transplants, since the newer technique using polythene tubing is said 
to give improved results. 
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‘TUBERCULOUS infections of the female genital tract may conveniently be 
divided into three groups. ‘The first comprises the very rare cases of primary 
tuberculous ulceration of the cervix and vulva; the second those cases in 
which there is a clinically discernible lesion of the Fallopian tubes; the third 
those relatively common cases in which a tuberculous endometritis is dis- 
covered by microscopical examination during a routine investigation of the 
endometrium for childlessness or some menstrual derangement. Each of 
these three groups presents special clinical problems. 

Most of the pathological and clinical manifestations of frank tuberculous 
salpingitis have been recognized for many years, and modern interest in the 
grosser forms of the disease derives in the main from the problem of how 
responsive they are to modern antibiotic therapy. Endometrial tuberculosis 
on the other hand has been recognized as important only during the last 
twenty or so years. Its more general recognition has emerged trom the in- 
creasing use of endometrial biopsy to determine the presence or absence of 
secretory changes in the endometrium in cases of sterility. ‘The discovery of 
an unsuspected and symptomless focus of tuberculosis in the endometrium 
raises a number of difficult clinical questions 

At the recent discussion on pelvic tuberculosis at the thirteenth British 
Congress of Gynzcology in 1952, Sutherland and his Glasgow colleagues 
were able to report 75 cases investigated over a period of eighteen months, 
Stallworthy at Oxford 78 cases, Haines at the Chelsea Hospital for Women 
34 cases in the ten-year period 1942-51. ‘These figures give some idea of the 
frequency of the disease. ‘They underline the importance of bearing in mind 
the possibility of a tuberculous infection whenever a case of inflammatory 
adnexal disease or of childlessness is under investigation. On the other hand, 
and to bring the matter into a proper perspective, it must be remembered 
that all these cases represent material drawn from a large number of routine 
investigations, the great majority of which prove negative, and that in many 
areas of the country instances of tuberculous endometritis are quite 
uncommon 

SOME ETIOLOGICAL FACTORS 
In genital tuberculosis the infecting organism, the Mycobacterium tubercu- 


losis, is usually, though not invariably, of a human and not a bovine strain, 
Indeed, should a patient known to have had a tuberculous peritonitis due to 


a bovine strain develop a tubal or an endometrial lesion later in life, this 


second infection, nevertheless, is likely to be due to a human strain of the 
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organism. This view, well substantiated in all recent work, runs counter to 
our former belief. It has of course some bearing on both the management 
and the prophylaxis of genital tuberculosis. 

Apart from the rare tuberculous lesions of the cervix or vulva, genital 
tuberculosis is always secondary to an infection elsewhere in the body, 
although the primary infection may be difficult to find. Phthisis is the most 
common and should be sought with care whenever a pelvic lesion is found. 
In sanatoria the incidence of genital infections appears to be quite low. ‘The 
reason may be that in a sanatorium, and for obvious reasons, a deliberate 
search for a genital infection is seldom made. Genital tuberculosis in 
women differs from that in the male in the relative infrequency of a tubercu- 
lous infection of the urinary tract. This makes the management of cases so 
much the easier. Sometimes the primary lesion is in the lymph glands, the 
bones or the joints, and such cases seem to carry a worse prognosis. 

The infection is generally held to spread to and from the genital organs by 
the blood stream, although cases do occur which would suggest that the 
infection of the mucosa lining the tube is attributable to the passage of 
organisms present in a peritoneal exudate into the tubes in much the same 
way as the ovum. Within the tissues themselves the organisms are trans- 
ported within phagocytic cells. 

On the whole, infections tend to be chronic and mild as is usually the case 
in secondary foci and particularly in organs which can be rested. A strong 
fibrous reaction is excited in the tubes and because of this barrier the 
prognosis is good. General miliary tuberculosis is rare; if general spread does 
occur, as likely as not it is a reactivation of the extragenital primary lesion. 


EXUDATIVE TUBERCULOUS SALPINGITIS 
Exudative tuberculous salpingitis gives a symptom complex similar to, and 
sometimes indistinguishable from, that caused by other lesions of the 
uterine appendages. This symptom complex comprises: secondary or ac- 
quired dysmenorrheea of the premenstrual, congestive type; dyspareunia; 
sterility; sometimes irregular menstruation; and, occasionally, irregular 
intermenstrual ‘spotting’. Post-menopausal bleeding is an occasional symp- 
tom, although senile genital tuberculosis is rare, the disease being mainly 
one of women in their twenties. 

On physical examination a tuberculous salpingitis manifests itself by 
enlargement and fixation of a uterine appendage: usually the swelling is best 
felt in the pouch of Douglas. The uterus is likely to be partially fixed. Some- 
times the swelling is bilateral, but as a rule, one tube takes the brunt of the 
disease. Diagnostic difficulties arise from the fact that these symptoms and 
signs are similar to those due to salpingitis from other causes, gonorrhoea 
for instance, or post-abortive sepsis or puerperal salpingitis, and also to the 


symptoms and signs of ovarian and tubal endometriosis, a much more 
common condition than genital tuberculosis. ‘Tuberculous salpingitis may 
be closely mimicked again by the series of ovarian changes that sometimes 
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follow an appendix abscess. Following any pelvic peritonitis of extragenital 
origin the ovary may be enveloped in adhesions which interfere with the 
normal maturation and rupture of the Graafian follicles, leading in turn to 
the formation of retention cysts and enlargement of the appendage. ‘The 
differential diagnosis between these several conditions may indeed some- 
times be impossible. If there is no history of abortion or puerperal fever or 
appendicitis, and on the presumption of a blameless life, the diagnosis often 
rests between a ‘tarry’ cyst of the ovaries and a tuberculous salpingitis. 
Poor general condition, relative youth, a milder type of dysmenorrhea, 
phases of amenorrhceea rather than of menorrhagia, and the detection of a 
tuberculous focus elsewhere in the body may lead to the correct opinion, 
but errors are not unusual. As is often the case in gynacological diagnosis it 
may be difficult to find the right objective correlative, the subjective picture 
of so many conditions being the same. 

It is traditional in gynaecological teaching to stress the need to exclude 
phthisis in every case of functional amenorrhera. It is rare nowadays, how- 
ever, to find a pulmonary lesion when a secondary amenorrheea is being in- 
vestigated. It would seem that so-called conservative amenorrhea is un- 
common save in cases of active phthisis; the role of tuberculosis in the 
etiology of some of the cases of amenorrhea seen in gynecological practice 
is a direct destructive action upon the endometrium. 

Occasionally a tuberculous salpingitis forms a large tumour. ‘These cases 
are chronic and peritubal adhesions are few, so the tumour is mobile and 
likely to be mistaken for a dermoid cyst. At operation the two conditions are 
oddly similar in appearance. Sometimes, too, a chocolate cyst caused by 
ovarian endometriosis remains mobile, and likewise simulates a tuberculous 
salpingitis of this chronic type. 

Surgical treatment._-If tuberculous salpingitis is first discovered at 
laparotomy, and often this is the only way to make the positive diagnosis 
upon which alone active and thorough treatment can be based, the general 
principles governing the surgical management of non-tuberculous sal- 
pingitis still apply. The situation is not strictly comparable to a pelvic 
carcinomatosis. If the tubes alone appear affected, it will suffice merely to 
remove them; in most cases the ovaries may be left and it is not obligatory 
to remove the uterus if it appears normal. If hysterectomy is indicated, this 
may be done with safety. The risks of a fecal fistu‘a are small, but care is 


necessary and if the ovary is adherent to the bowel some may safely be left 
behind rather than risk this complication. Antibiotic treatment must follow 


the operation. 

Therapeutic value of a laparotomy.—The therapeutic effect of a laparotomy 
in tuberculous peritonitis has of late years been underrated. ‘The response may 
be dramatic, and an exploration sometimes seems to enhance the value of 
the antibiotics. ‘The point already made, that in no other way than by a 
laparotomy can an exact topical diagnosis be made, is not without im- 
portance. Occasionally a persistent pyrexia, resistant to rest and anti- 
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biotic therapy, is due to a secondary pyogenic infection of a closed 
tuberculous loculus, in other words to a buried abscess, and in such a case 
no response whatever is to be expected until the cavity is opened and the 
pus evacuated. 

Tuberculous salpingitis recognized without a laparotomy. If a positive 
diagnosis is made without operation, and this will usually rest on finding 
tubercles in the endometrium, combined with an appendage swelling, a 
course of antibiotics is essential. If symptoms disappear and the appendage 
swelling regresses, no surgical intervention will be necessary. ‘The older 
view that a radical excision of the uterus and tubes is always necessary has 
fewer proponents nowadays. However, if the appendage mass _ persists, 
operative treatment should not be delayed too long. Some authorities main- 
tain that antibiotic treatment should be held in reserve in case an operation 
should light up a general dissemination of the disease. ‘This is a somewhat 
illogical viewpoint. If the antibiotics are of use at all, as they certainly are, 
then they should be used as soon as the disease is diagnosed. Deep x-ray 
therapy carries a risk of activating the disease, in virtue of its lowering of the 
tissue resistance and its use has received little or no support in this country. 
There is no place for short-wave diathermy or other forms ot heat treatment. 


ENDOMETRIAL TUBERCULOSIS 

In all cases in which tubercles are found in the endometrium the Fallopian 
tubes must be regarded as infected, although such a tubal infection may be 
latent, its one manifestation being sterility. Because these latent tubal 
lesions are chronic, tubal fibrosis is inevitable and conception most unlikely 
even if the disease is arrested by Nature or by treatment. ‘The reverse situa- 
tion is not inevitable. ‘The disappearance of tubercles from the endometrium 
is not certain evidence of the inactivation of the tubal lesion 

Diagnosis. The presumptive diagnosis rests upon the discovery of 
tubercles in the endometrium. In very acute cases the detection of clumped 
endothelial cells may point to the diagnosis before giant cells have developed 
‘These appearances should be checked by direct culture and animal inocula- 
tion of material obtained from the curettings, as they are not absolutely 
specific. Whether the organism should be typed and its specific sensitivity 
determined depends upon the laboratory facilities which are available. In 
some cases culture and animal inoculation of curette material may be per- 
formed if there is presumptive evidence of a tuberculous infection, even it 
tubercles cannot be found in the endometrium. Curettage is best done in the 
week before a menstrual period is due. ‘The material should be sent to the 


pathologist dry, not placed in fixative or saline. Neither culture nor inocula- 
tion is absolutely reliable: if both are performed, the chances of a positive 
result are slightly but significantly increased. Culture of uterine discharges 


is too unreliable to be worth while. 
‘Tests for tubal patency, either by gas insufflation or the use of radio- 
opaque material, carry a small risk of lighting up a quiescent tubal lesion or 
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causing a secondary infection. Water-soluble media are a little safer: the 
volume and pressure of solution or of gas should be kept to a minimum. 
Sometimes a hysterosalpingogram will disclose typical appearances; a pipe- 
stem tube or diverticula, but often as not no characteristic radiological 
appearances are to be seen. All that is elicited in most instances ts the fact 
that the tube or tubes are closed. 

Prognosis. For lite the prognosis is good: genital infections tend to be 
mild. In the absence of gross tubal involvement there ts no occasion for 
surgical interference, for hysterectomy or salpingectomy. Indeed, it might 
be better for some patients’ peace of mind if their endometrial lesion were 
never discovered. ‘The prognosis for conception is bad. The chance of a 
patient becoming pregnant once an endometrial lesion is proved is in the 
order of one in several hundred. ‘The cure of a tubal lesion means fibrosis 
and theretore restoration of tubal patency is unlikely. Moreover, patency is 
not the only criterion of a functional tube. ‘The transport of sperms and ova 
depends just as much upon the capillary currents present in a normal tube 
and these in turn depend upon healthy cilia. A normal mucosa cannot be 
restored. ‘There is no place for any plastic operation on the tubes to restore 
patency. 

Determination of cure can be made only by repeating the curettage. ‘This 
should not be done at intervals of less than three months, and some would 
argue that in the absence of any symptoms or physical signs it may well be 
dispensed with. It should be remembered that a negative endometrial 
biopsy does not necessarily mean that the tubal lesion is healed. However, 
the rarity of a gross tubal lesion, compared with the frequency with which 
endometrial tuberculosis is discovered accidentally, shows that the risks of 


spontaneous reactivation of a tubal lesion by a curettage are very small and 


much less now that antibiotic therapy is available. 


PRIMARY CERVICAL TUBERCULOSIS 
The occasional occurrence of a primary tuberculous ulcer of the cervix, a 
condition which can closely mimic a cervical carcinoma, emphasizes the im- 
portance of an initial biopsy of any cervical ulcer before radical surgery or 
radiotherapy is instituted. If a tuberculous ulcer is discovered then a hyster- 
ectomy will probably be advisable, but it should not be done until a course 
of antibiotic therapy has been given. Otherwise there may be trouble in 


getting the vaginal vault to heal. 


ANTIBIOTIC TREATMENT 
Antibiotic treatment should be instituted immediately the diagnosis is 
made. Many patients then improve considerably in their general health even 
if there is no other evidence of an active infection. ‘wo things are important: 
continuous treatment and the use of polyvalent therapy to minimize the risk 
of establishing bacterial resistance. Various courses of therapy have been 
recommended and doubtless the next few years will see further modifications 
of practice. Certainly the course should last three months; some authorities 
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advise six months. The following is one arrangement of the therapy: 

(1) ‘T'wo weeks’ administration of streptomycin, 1 gramme daily, com- 
bined with isoniazid or some similar preparation, 250 mg. daily by mouth. 

(2) I'wo weeks’ administration of para-aminosalicylic acid (PAS), 15 
grammes daily by mouth. 

(3) Repeat of two-weeks’ course of streptomycin and isoniazid. 

(4) Repeat of two-weeks’ course of PAS, and so on for three months. 

This course of treatment taxes some patients quite severely. ‘The PAS 
may produce nausea and vomiting; it often makes the patient feel miserable 
and seedy. The calcium salt is said to cause less depression. With regard to 
streptomycin, the risk of vestibular palsy must always be remembered. ‘The 
risk is not high, but even a partial vestibular paralysis is such an irreparable 
disaster, much worse indeed than the disease, that it is essential to keep the 
patient under close observation throughout the course of treatment. It is not 
enough to dispense the drug and leave the patient or some unqualified 
person to administer it. ‘The patient should be seen at least twice a week 
while she is under treatment and treatment be stopped on the least com- 
plaint of deafness, visual disturbance or muscular incoordination. 


SUMMARY 

(1) Tuberculosis of the female generative tract is mainly due to infection 
by human strains of M. tuberculosis. 

(2) Primary infections are rare: they involve the cervix and vulva, pro- 
ducing ulcers simulating carcinoma. 

(3) The great majority of genital infections are secondary to a tuberculous 
infection elsewhere in the body: detection of the primary lesion is some- 
times difficult or impossible. 

(4) The Fallopian tubes are the first part of the genital tract to become 
involved. The tubal lesion may proceed to a frank tuberculous salpingitis, 
but it may remain minimal, in which case its only evidence may be sterility 
and the appearance of tubercles in the endometrium. 

(5) If the salpingitis forms an adnexal tumour giving symptoms, surgical 
intervention is called for under much the same limiting conditions as apply 
to non-tuberculous appendage lesions. Such intervention is best preceded 
by a course of antibiotics. Radical surgery is not necessarily called for. 

(6) The discovery of an endometrial tuberculosis is not per se an indica- 
tion for surgical treatment, but it is one for antibiotic therapy. 

(7) A sustained course of combined antibiotics is indicated in all cases. 
Absolute criteria of cure are difficult to determine. 

(8) The prognosis for life is good, for conception very poor. The fact 
that no further symptoms develop is likely to be the only evidence of 
arrest of the disease. An endometrial biopsy negative on microscopical 
examination, culture and animal inoculation, does not necessarily mean that 
the causative tubal lesion is healed, and the patient should be kept under 
observation for at least a year. 
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Tue following is an extract from a letter received by the Editors of The 
Practitioner from a reader in France: 

‘I should be grateful if you would let me have some practical advice concerning the 
elementary rules to be followed in (1) forbidding, (2) permitting, (3) advising, and 
(4) prescribing either foods or medicines for women breast feeding their children 
This is a practical everyday problem. Many women know that a certain foodstuff 
taken by them gives their child diarrhoea; others maintain that some foodstuffs 
cause constipation in the child. What are the general criteria in deciding which 
medicines can profitably be prescribed for the nursing mother with the object of 
treating her child's illness? Is it possible, for example, to obtain a sufficient con- 
centration [of the drug] in the child for active chemotherapy?’ 

These questions cannot be answered in a few sentences, and the answer 
can best be divided into three parts. 


THE EXCRETION OF DRUGS IN BREAST MILK 
The literature on this subject is not large. It was reviewed by Reed (1908), 
Joachimovits (1929) and Sapeika (1947). Although numerous drugs are 
excreted in breast milk in small amounts, the number of drugs excreted in 
sufficient quantity to affect the baby is extremely small. 

Bromides and iodides may well reach sufficient concentration in the milk 
to affect the baby (Reed, 1908; Van der Bogert, 1921; Friihwald, 1935; 
Kwit and Hatcher, 1935; ‘T'yson et al., 1938; Yeung, 1950). ‘T'yson gave ten 
nursing mothers go grains (6 g.) of potassium bromide per day, and all the 
babies were affected, chiefly by drowsiness. Friihwald described an extensive 
bromide rash in a baby who was being breast fed by a mother receiving 
‘pernocton’, a bromide-containing drug. Yeung described a bromide rash 
and drowsiness in a 10-day olc baby. His mother was receiving 40 grains 
(2.6 g.) of potassium bromide per day. ‘The bromide content of her milk was 
120 mg. per ml. Kwit and Hatcher found only small amounts of iodine in 
the milk of mothers receiving potassium iodide. Maurer and Ducrue (1928), 
however, after giving 10 grains (0.6 g.) of potassium iodide to mothers, 
recovered 15 per cent. of it in the milk in three days. 

It seems clear that bromides should not be given to mothers who are 
breast feeding their babies. 

Thiouracil is probably the only substance which is found in a higher 
concentration in milk than in the blood or urine (Williams, Kay and Jandorf, 
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1944). They found that in one patient the blood level was 1 mg. per cent. 
whilst that in the milk was 12 mg. per cent. In another the level was 3.2 mg. 
per cent. in the blood and g mg. per cent. in the milk. 

There is some disagreement as to whether purgatives, particularly those 
of the anthracene group, may affect the baby through the milk. It has long 
been held that emodin, the active principle of rhubarb, senna, cascara and 
aloes, may affect the baby through the milk. Friebel and Walkowiak (1951), 
using a highly sensitive method of analysis, could find no trace of the 
anthracene drugs in the mother’s milk. ‘Tyson et a/. (1937) could find no 
trace of phenolphthalein, calomel, senna or rhubarb in the milk. ‘Traces of 
aloin were found, but it was uncertain whether the quantities were sufficient 
to affect the baby. Cascara was found to be present in the milk, and to affect 
the babies. Joachimovits (1929) also found aloes in milk. Fantus and 
Dyniewicz (1936) found no free phenolphthalein in milk for twenty-four 
hours or more after large doses, but found minute quantities of the con- 
jugated form in the milk of most women studied, not, however, in sufficient 
quantities to affect the baby. Kwit and Hatcher (1935) could find no traces 
in the milk after average doses had been given to the mothers. It is my 
clinical impression that some babies develop diarrhoea and colic, for which 
there is no other discoverable cause, when receiving milk from mothers 
taking senna or cascara, but I have not been able to prove this. As there is 
some doubt, it would seem wise not to give mothers senna, cascara or aloes, 
when breast feeding their babies. Liquid paraffin can be given to them 
safely without risk to the child. 

Alcohol is excreted in breast milk in small quantities. Bisdom (1936) 
described a case of drunkenness in an 8-day old baby whose mother had 
taken a whole bottle of port in twenty-four hours. ‘The baby showed deep 
unrousable sleep, with snoring, deep respiration, no reaction to pain, in- 
ability to suck, excessive perspiration, and a feeble pulse. Alcohol was 
demonstrated in the baby’s blood. 

Carotinamia in a baby, with yellow staining of the skin, resulted from the 
mother eating two to three carrots a day (Thomson, 1943). Her weekly 
consumption of raw carrots was 2 to 3 lb. (goo to 1350g.) 

There are several reports concerning the effect of nicotine on lactation and 
the amount which may be found in the milk of tobacco smokers. Emanuel 
(1931) found nicotine in the milk of ali ten mothers studied, mainly four to 
five hours after they had smoked 6 to 15 cigarettes over a period of two hours. 
‘The maximum concentration was 0.03 mg. per litre. Bisdom (1936) ascribed 


various symptoms in babies, such as restlessness, diarrhaea, vomiting, rapid 
pulse and circulatory disturbances, to nicotine which he demonstrated in the 
milk of mothers who were smoking at least 20 cigarettes a day. ‘The symp- 
toms subsided when the smoking stopped. Perlman ef al. (1942) found 
nicotine in every specimen of milk obtained from 55 mothers who smoked 1 


to 20 cigarettes over a twelve-hour period. Lactation seemed to be little 
affected, if at all, and it seemed to have no affect on the babies. The average 
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concentration of nicotine was 0.116 to 0.5 mg. per litre of milk. ‘Thompson 
(1933) and ‘Thomson ( 1943) also described the presence of nicotine in milk. 
Connally (1943) studied the birth weight, weight gain, incidence of vomiting 
and other symptoms in babies of mothers who smoked varying quantities, 
and in those of mothers who did not smoke at all, and could find no differ- 
ence. He concluded that smoking even in large quantities had no effect on 
lactation. It would seem reasonable to say that excessive smoking should be 
avoided by nursing mothers, but that moderate smoking will not affect the 
baby. 

‘The active principle of ergot may pass into the milk and affect the 
baby. Fomina (1934), using biological methods with the rabbit's uterus and 
cock’s comb, conducted 29 experiments on the milk of 16 mothers. He 
found ergot in 11 out of 21 specimens of milk after liquid extract of ergot 
had been given, and in 7 out of 8 specimens when the dry extract of ergot 
had been taken. Of the babies who took milk containing the ergot, go per 
cent. had symptoms of ergotism. Ergot should not therefore be given to 
nursing mothers if it can be avoided. 

Barbiturates pass into the milk in small quantities. Kwit and Hatcher 
(1935), however, could find no barbital in the milk after two mothers had 
taken 10 grains (0.6 g.). ‘Tyson et al. (1937) thought that 2 of 41 babies re- 
ceiving breast milk from mothers taking 1} grains (0.1 g.) of phenobarbitone 
per day, had symptoms, especially drowsiness, ascribable to the drug. Mayo 
and Schlicke (1942) obtained milk from a mother who was being given 
thiopentone for the removal of a branchial cleft cyst. ‘They found thio- 
pentone, in a concentration ot 0.75 mg. per 100 ml., twenty-five minutes 
after the injection had started. ‘They had not examined the milk immediately 
after the injection, and they speculated whether higher concentrations might 
have been found. We recently observed a baby who was excessively drowsy 
and exhibited cyanosis with methemoglobinamia, which we ascribed to 
substances in the milk of the mother, who was receiving large doses of 


phenobarbitone and phenytoin for epilepsy (Lorber and Finch, to be pub- 


lished). ‘he symptoms and signs immediately subsided when artificial feed- 
ing was instituted. It seems therefore that barbiturates and phenytoin should 
be given to nursing mothers with caution. 

Caffeine passes through into the milk in small quantities after drinking tea 
or coffee (Irvin, 1926; Schilf and Wohinz, 1928; Schumacher, 1936). Schilf 
and Wohinz recovered 1 per cent. of the total intake of caffeine by tour 
women, six hours after they had taken coffee. In none of these cases did the 
caffeine affect the child. 

Sulphonamides pass into the breast milk (Stewart and Pratt, 1938; Pinto, 
1938; Foster, 1939; Hepburn, Paxson and Rogers, 1942). Stewart and 
Pratt found that free sulphanilamide is excreted in milk in quantities approxi- 
mating that in the blood. There is no evidence, however, that sulphonamides 
given to a nursing mother have ever adversely affected a baby. 

Vandelic acid (Berger, 1941), sodium salicylate (Kwit and Hatcher, 1935), 
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radioactive sodium (Pommerenke and Hahn, 1943), hexamine (Rieder, 1912), 
and quinine (‘Terwilliger and Hatcher, 1934), all pass into the milk, but not 
in sufficient quantities to affect the baby. Penicillin is excreted in breast 
milk (Greene et al., 1946), but it is harmless to the child. Hyoscine, often 
prescribed as ‘kwells’, for motion sickness, passes into the milk in minute 
concentrations which could not harm a baby. 

Kwit and Hatcher (1935) showed that only minute quantities of morphine 
reach the breast milk. ‘Terwilliger and Hatcher (1934) could find no mor- 
phine in the milk of a morphine addict. ‘Talbot (1914) found that no mor- 
phine was excreted in milk. Kwit and Hatcher (1935) could not find codeine 
in the milk of two patients after single doses of 65 mg., or six doses of 32 
mg. given four-hourly. Atropine is not excreted in the milk. 

No medicine can be given to the mother for the purpose of treating the 
child va the breast milk, because the concentration of the drugs in the breast 
milk is not sufficiently high and constant. 


FOODS TAKEN BY THE MOTHER WHICH MAY AFFECT THI 
BABY THROUGH THE BREAST MILK 

Here we are on much less certain ground. Mothers commonly, and quite 
naturally, ascribe all manner of symptoms in their baby to substances which 
they are taking by mouth, but the evidence for these beliefs is almost always 
non-existent. In an investigation of infantile colic in the evenings of the first 
three months of life, | made a special study of this matter, asking every 
mother whether any particular foodstuff taken by her seemed to affect the 
child. Only g out of 57 mothers thought that the colic was related to sub- 
stances they had taken. The foods blamed were grapefruit, tomatoes, 
rhubarb, onions, turnips, peas, fresh fruit, beans, sprouts and bananas. The 
interesting point, however, was that with the exception of onions, which were 
blamed by two mothers, no one foodstuff was blamed by more than one 
mother. There is little evidence therefore that any of these substances were 
related to colic in the baby, although the possibility cannot be entirely 
excluded. 

There is evidence that protein substances sometimes pass through the 
breast milk, and may therefore cause allergic responses in a sensitive child. 
Donnally (1930), after reviewing previous work on allergy to substances in 
the mother’s milk, described his own experiments with egg protein, which 
proved that the protein of egg white may pass into the milk. Shannon 
(1921a,b) ascribed rashes, colic, diarrhoea and other allergic manifestations 
in five babies to egg protein which he demonstrated in the mother’s milk, 
and symptoms in another baby to the products of a variety of substances: 
chocolate, beans, eggs and celery. In all six babies the symptoms were said 
to subside when the offending substances were removed from the mother’s 
diet. 

Although it is customary to advise mothers to refrain from eating pickles 
and unripe fruit when breast feeding, it is not certain whether these sub- 
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stances may affect the baby. I have heard it said that if the mother eats large 
quantities of oranges, as she may in countries where oranges are cheap and 
plentiful, the baby may suffer from diarrhocea, but I do not know whether 
this is true. No drug or food, taken by the mother, will cause the baby to 
have constipation. It would seem reasonable to say that if it is considered, 
after careful observation, that any one substance taken by the mother upsets 
the baby, it should be withdrawn from her diet. 

In cases of rhesus incompatibility rhesus antibodies are found in the 
mother’s milk (Cathie, 1947), but when the baby takes such milk he is not 
affected by it—probably because he does not absorb the antibodies from his 
alimentary tract. It is widely accepted that breast feeding is not contra- 
indicated in the presence of rhesus incompatibility. 


OTHER SUBSTANCES EXCRETED IN THE MILK WHICH 
MAY HARM THE BABY 
There have been several reports (e.g. Fehily, 1944) which have shown that 
the milk of mothers suffering from beriberi is toxic to the child. 


OTHER ABNORMAL SUBSTANCES EXCRETED IN BREAST MILK 
Certain organisms may be excreted in the milk. It is known that the idea that 
breast milk is always sterile is erroneous. Staphylococci, often of the aureus 
type, are often found in the milk of mothers who are well and free from 
obvious infection. They are usually found in the milk of mothers with 
cracked nipples. There is no evidence that they do any harm to the baby. A 
baby does not seem to be adversely affected by staphylococci from his own 
mother, but he may be upset by those from other women. Hence milk from 
women other than the child’s own mother must always be pasteurized. 

Some practitioners allow the baby to continue to suck from a breast in 
which there is a breast abscess, and claim that they have never seen harm 
come from it. This would seem unwise, however, as an abscess might well 
rupture into a duct, in which case the baby would ingest the pus. 

‘Tubercle bacilli may be excreted in breast milk if there is a tuberculous 
lesion in the breast. 

There is no evidence that milk secreted during menstrual periods is in any 
way toxic to the baby. It has been said that mothers think that their babies 
may be irritable during the time of the periods. I have not come across this 
myself. ‘he explanation may lie in the fact that if a mother is irriuable her- 
self, as she is liable to be during menstruation, the baby responds by similar 
irritability, probably as a result of slight differences in her management of 
the baby and of her tolerance for noise. It may lie in the anxiety, felt by so 
many mothers, concerning the possibility of the milk being toxic to the 
baby. Any cry or whimper is apt to be put down to something in the milk. 
Some have suggested that there may be a temporary reduction in the milk 
supply at the time of the menstrual period, but others have found that this 
is not the case. ‘The literature was reviewed by Grulee and Caldwell (1915). 
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One can conclude that there is no reason for taking a baby off the breast 


because menstruation has returned. 


CONCLUSION 
It will be seen that the number of substances which may affect the baby 
through the breast milk is very small, and in the case of many of these there 
is considerable doubt as to whether the symptoms ascribed to these sub- 
stances may not, in reality, be due to other causes, such as mismanagement 
of feeding. ‘There is a fruitful field for research in this subject. 
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THE MANAGEMENT OF SEVERE 
HA:-MATEMESIS 


By CHRISTOPHER HARDWICK, M.D., F.R.C.P. 
Physician, Guy's Hospital. 


‘THERE is now considerable agreement between physicians and surgeons 
about the management of cases of hamatemesis, but this has not always been 
so. During the 1930's, when Gordon-Taylor was urging the claims of 
surgery in this catastrophe, fierce argument arose whenever the subject was 
discussed. ‘The reason for this acrimony was that the speakers on the two 
sides were largely talking about different things. ‘The physician's experience 
of gastroduodenal hemorrhage is, in the main, comprised of mild cases with 
a leavening of severe ones, whilst on the other hand the surgeon, if he is 
interested in this subject at all, sees mostly severe cases with only a few mild 
ones. Not unnaturally their advice as to the management of a particular case 
tends to differ. The division of cases of hamatemesis into mild or severe 


groups, first suggested by Bulmer in 1927 and now generally adopted, is 
one of the greatest advances in our understanding of this subject which has 
been made in recent years. A mild case of haemorrhage from peptic ulcer, 
particularly if the patient is under the age of forty-five, will recover with 


almost any treatment. Many such patients never seek medical aid. ‘Their 
management presents no problem and will not be discussed further here. 


PATHOLOGY 

In a few cases there will be one or more acute erosions. ‘These are part of 
a generalized inflammation of the stomach and usually respond to con- 
servative measures. More commonly the bleeding comes from a large chronic 
ulcer in the stomach or duodenum. Sometimes the crater may measure one, 
or even two, inches across its greatest diameter. ‘The walls are comprised of 
dense fibrous tissue which binds the stomach or duodenum to neighbouring 
structures. Across the base of this ulcer crater runs a large artery with 
thickened walls. ‘This becomes eroded so that blood spurts from it. ‘The 
opening in the vessel may become lightly plugged with blood clot, but this 
is easily dislodged so that further bleeding can occur 

This is the common lesion in severe haemorrhage from peptic ulcer. It ts 
the lesion which kills, and the presence of such a lesion should influence any 


therapeutic regime which we may advise for it. 


DIAGNOSIS 
The patient's history is often of little assistance. It is the exception rather 
than the rule for a physician to be in the happy position of being called to 
see a patient who has had a large hamatemesis or melana and who gives a 
history of having had a barium x-ray examination in the previous few weeks 
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or months which has shown a large ulcer. More often the patient or his 
relatives only give a vague history of dyspepsia which, by leading questions, 
can be fashioned into something which would do for the story of a long- 
standing peptic ulcer. 

The age of the patient is of value, for the mortality rises with each decade 
over forty, so that the older the patient the more likely is he to have this 
particular lesion. 

A hematemesis is probably of more significance than a melzena alone. ‘The 
conception is that the eroded vessel spurts freely into the stomach or 
duodenum, so that vomiting of blood occurs. 

The severity of the hemorrhage is also a guide, but this must be measured 
by the clinical state of the patient and not by an estimate given by the patient 
or his relatives of the amount of blood lost: such descriptions are notoriously 
misleading. The clinical state is assessed by the degree of shock which is 
present—thus, the patient may be collapsed with an ashen-grey complexion 
and cold extremities. A rapid pulse and falling blood pressure are also serious 
signs. A single estimation of the hemoglobin may be misleading, but serial 
measurements can be of considerable value. 

Two other methods of arriving at an accurate diagnosis are possible, but 
they are not in general use in this country. In America there are those who 
advocate that these patients should be x-rayed within a few days, or even 
hours, of their hemorrhage, The dangers which have to be overcome, 
however, before a satisfactory picture can be obtained would seem too great 
to make such a procedure justifiable. ‘Thus, the patient should be starved 
for twelve hours before the examination, he must be in a fit state to be moved 
to the radiological department, and he must be capable of standing for the 
examination. X-ray diagnoses of uncomplicated peptic ulcer are only 60 to 
80 per cent. accurate. When used for the diagnosis of severe hemorrhage 
there is a further possible error of some 25 per cent. It is hardly justifiable 
to run so many risks for a very doubtful result. 

Gastroscopy also has its advocates, but this examination will be of little 
value unless it is carried out by someone who is experienced in the method 
and who is expert in the interpretation of what he sees. In such hands 
useful information may be obtained which may influence a little the line 
of treatment to be adopted, but this must not be overemphasized. 


TREATMENT 

In 1935, Meulengracht advocated the full feeding of cases of hamatemesis 
from the very beginning of their illness. His results were so striking that his 
methods, or something like them, were widely adopted. It became fashion- 
able for physicians to say that they treated their patients by ‘Meulengracht’s 
method’. In practice, however, Meulengracht’s regime is seldom used in the 
form which he advocated, for not only is it impracticable but it is dangerous 
for severe cases. As stated by him the regime is as follows: 
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‘From the day after their admission to the hospital all the patients are given a 
full purée diet . . . The purée diet includes the following meals: 

6am. ‘Tea, white bread and butter. 

ga.m. Oatmeal with milk, white bread and butter. 

1p.m. Dinner 

3} p.m. Cocoa 

6 p.m. White bread and butter, sliced meats, cheese and tea. 

The dinner includes a variety of dishes—e.g. meat balls, timbale, broiled cheps, 
omelette, fish balls, vegetable gratin, meat gratin, fish gratin, mashed potatoes, 
vegetable purées, vegetable soups, cream of vegetables, stewed apricots, apple sauce, 
gruel, and rice and tapioca puddings. The patients are allowed to have as much as 
they want’ 


‘That it is impracticable in a severe case was conceded by Meulengracht 
himself in 1947, when he reported his experiences with this diet over a 
period of fifteen years: 

it must be pointed out to begin with that in a large number of the fatal cases 
the patients did not get any treatment at all. Thus, five patients died shortly after 
admission to the hospital, and they moreover were so ill that they could neither eat 
nor drink. Eight died in the course of 2-5 days. They were also so ill that it was 
difficult to get them to eat or drink anything. Even those who died in 5-10 days 
took little fluid or nourishment. ‘Time after time in the clinical histories of the fatal 
cases there appears the statement that the patients were so ill that they could neither 
eat nor drink or that it was difficult to get them to do so’ 


Clearly a method of treatment which cannot be given to seriously ill 
patients has no place in the treatment of severe hamatemesis. ‘That it is 
dangerous will be realized if the lethal lesion in hamatemesis is borne in 
mind. An eroded vessel at the base of a big ulcer is at the best only lightly 


plugged. This plug is easily dislodged, and to bombard such a lesion with 


solid food, such as fish balls, is clearly toolhardy. 

Meulengracht rendered immense service by emphasizing the importance 
of nourishment of these patients, but the term ‘Meulengracht’s regime’ 
should now be dropped. The treatment of a severe case of haemorrhage can 
be summed up by the phrase ‘full hydration with liquids and adequate blood 
transfusion’. Some patients will make satisfactory progress, but there will 
be many in whom further hemorrhage occurs. Provided there is no con- 
comitant disease which contraindicates it, and provided there is a good and 
experienced surgeon available, these cases require operation and the decision 
should not be delayed. 

It is time thet we ceased talking of the treatment of hamatemesis in terms 
of surgical methods versus medical methods. We should think rather of the 
medical and surgical management of hematemesis. 
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ISONICOTINIC ACID HYDRAZIDE 
FURTHER EXPERIENCES 
By A HUMAN GUINEA-PIG 


IN The Practitioner of June 1952, of September 1952, and of March 1953, 
accounts were given of the action of isoniazid on the active tuberculosis in 
the remnant of the left lung of a man ot sixty-one who had had an artificial 
pneumothorax in 1915, and a thoracoplasty in 1929, but whose lesion had 
broken down again in 1951. He had been recommended in January 1952, as 
a candidate for pneumonectomy, if that is the right name for removing 
fibrous tissue and calcareous matter with little if any lung tissue, but the 
surgical difficulties ruled it out 

At the last account he was improving in every way, had not had a positive 
sputum for nine months and was leading a fairly active life. He still, however, 
had an ounce of purulent sputum. This gradually decreased and after going 
through the phases of having small snake-like streaks of blood and of being 
a rather beautiful orange colour, some drying granuloma’s last floral tribute, 
it disappeared altogether. ‘Then followed six weeks of perfect health, when 
the world seemed lovely, and taste and smell and sound could all be de- 
lightful sensations after eighteen months of toxamia; everything was April, 


though it was February. 


INFLUENZA 
Then suddenly in a local epidemic came the stunning blow of influenza, and 
for the first time the guinea-pig took to his bed. He lay like a log for three or 
four days, and it left him as he had been ir his worst days with four ounces 
of sputum, evening fever, aching of the limbs and night sweats. ‘There were 
none of the usual mental symptoms of tuberculosis, however, the pleasant 
exciting fantasies, and this, no doubt assisted by the cloudy thoughts of 
septic toxamia, led him into an error of judgment. He knew, of course, that 
there is no viremia in influenza; it ts a local attack on the cells lining the 


respiratory tree, hence the short immunity, hence the breaches in the walls 


which the secondary infection exploits. For two months he endured this 
sapping of his juices and his strength, profoundly disappointed, for as in 
Snakes and Ladders he had been put back in one throw to scratch, having 
tasted the fruits of the promised land. He even tried chloramphenicol for 
five days in full doses, but the only effect was to rob any thought of death 
of its sting. ‘The idea persisted in his mind that, as he was still negative, it 
was the secondary infection that was assailing him. 

Later, however, the old tuberculous regression began to make itselt felt 
in the mental imagery, and then he perceived that this had been the base of 
all his trouble. There ought to be some axiom about this: when a tuberculous 
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patient becomes ill from any other cause, treat first his tuberculosis. ‘Tubercle 
is the nigger in the wood-pile, the communist influence in the industrial 
strike, the instigator to evil in others. If ever I, in a non-guinea-pigal 
capacity, have a tuberculous patient with influenza, he is going to be given 
isoniazid and streptomycin after the first wave of virus infection. ‘The guinea- 
pig did this after eight unnecessary weeks of exasperation, when like Henry 
the Second, he kept exclaiming, ‘Who will free me from this purulent 
flux?’; he injected 1 g. of streptomycin every other day, and took 300 mg. of 
isoniazid every day, and increasing exercise. In three weeks he was free from 
all symptoms; the sputum, having gone through the red and orange phases, 
dried up. ‘There was a certain amount of clear mucus; naturally one cannot 
call off the activity of the useful mucus glands over-night, but nothing that 
was not a joy to swallow. The last dose of the drug was taken on June 6, 
since when the story has been one of uninterrupted health, increasing 
physical exercise and a partial return to work. But of all people the guinea- 
pig should not have made that mistake. Once years ago, in very rural Norfolk 
where he was acting as ‘locum’, he had the sputa of all the old chronic 
bronchitics examined for M. tuberculosis and got a handful of positives; it 
caused quite a stir in the village. He wonders more than ever how many 
chronic bronchitics would clear up under isoniazid and streptomycin! 


rHAT PANIC CRY FOR FIBROSIS 
The high E.S.R., that panic cry for fibrosis, which for nearly a year was 
between sixty and eighty, has gone down to under twenty. ‘here has been a 
good deal of pain of a mild sort, presumably caused by fibrosis and the pull 
on the ribs and muscles of fibrotic tissue. The pain has been on both sides 
of the chest, but then it takes two sides to make a chest and one cannot 
have structural alterations on one side without the other side adapting to 
them. Anyone who has done a necropsy on an old thoracoplasty will know 
how the toughness of the fibrous tissue, tougher than cartilage, turns the 
edge of the knife; that protective tissue transformation could not be attained 
without pain. Remembering Montaigne’s account of his pain from renal 
calculus and Ernest Waggett’s of his from endarteritis obliterans, this is an 


attempt to describe the pain from the process of fibrosing in the chest 


‘The pain is never acute, but seems to hold the threat of acuteness. It is rather 
like a small orchestra in that the pains or noises come from various sites or instru- 
ments which emit different types of sound with varying loudnesses. ‘The sites don't 
change much from week to week, but the tunes vary from day to day, and the loud- 
ness of them from hour to hour. Among the tunes are The Niggley, ‘The Smart, 
The Stretch-Stretch, The Prick-Prick and The Screws. It is like a bad conscience in 
preventing the undivided attention of the mind on subjects with no emotional 
content. It is a spur to criticism of others, but others may call this censoriousness or 
irritability. After thoracoplasty it lasted four years, but for most of this time it was 
chiefly noticeable when for some reason, being in bed, for instance, it went away. It isa 
good pain, but like a friend who seeks to improve you, one can easily have too much 
of it. It disappears in moments of emotion and interest; it is essentially a companion 
of leisure hours; the more it is snubbed, not listened to and above all not talked 
about the less annoying it will be. Patients should be told about it because some of 
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them get crematorium thoughts from it; in my experience these are rarely Anglo- 
Saxons who are habituated to rheumatic pains. It is worse at the start of exercise, 
but there is a glorious freedom from it during exercise. Anyone with a severe lesion 
of the thorax who does not get this pain either has a poor prognosis or a high 
threshold for the realization of pain—bucolic basal ganglia. Poor old pain! But how 
can the elastic of fibrous tissue exert its pulls and tugs without nervous tissue know- 
ing about it? It means well; it is a mechanical pain not, like most pains, a warning 
pain. If it does get too annoying and infect with its cowardice the muscles of its 
segment, it can be relieved by making the regional skin blush with irritants. It would 
be wrong to end this thumbnail sketch with R.1.P. It is an essential pain—V.I.P. are 
the appropriate initials. 


rHE DOCTRINE OF INTERMITTENCY 

‘Two points may be emphasized. Directly the improvement was definite 
isoniazid and streptomycin were stopped. Why not leave something to the 
little white cells, as M. Hercule Poirot would say, our helots whom we 
spurn or shrink from when they have died for us in pus? The view was 
taken that it is unintelligent to go blazing away with bactericides in old 
chronic tuberculosis which is not active, when the bacteria are not exposed 
to their fire. If any of the drug does reach them it will be in such dilution 
that they will learn how to deal with it and breed resistant forms. Besides, 
it is sheer bad natural history to suppose that the offending bacteria are the 
only parts of the whole organism that learn how to resist a particular drug. 
In the old days of taking large doses of arsenic and mercury one heard a good 
deal about tissue resistance and, of course, one gets it with most drugs as is 
shown by the increased doses required or tolerated. 

By continual doping one loses the advantage of the sudden smarting im- 
pact on the enemy that is so common in the second week of taking isoniazid 
and was seen in this case. Eventually the natural bacteria-resisting functions 
of the body have got to take on the job. The bactericides are glorious allies, 
but we must not sponge on them too long. During the days of their inter- 
vention we should build up the natural powers of resistance, especially the 
musculature. He who sits still, hoping his allies will do the whole job for 
him, is of little faith and a poor naturalist. ‘I he reason why streptomycin 
et al. are often effective in miliary tuberculosis and tuberculous meningitis, 
in spite of the fact that in the first case the whole body has been overrun by 
invaders and that in the second the very citadel has been seized, is that there 
is no protecting fibrosis: when there is a protecting fibrosis with no symp- 
toms of leakage why use them? Everybody with a positive tuberculin re- 
action who has not had tuberculosis has had victory with his own resources, 
unknowing: the worst of medical truisms is not that they are trite, but that 
they are forgotten. Some stubborn Athanasius should arise and in this 
matter of drug taking make a nuisance of himself by proclaiming and 
reiterating a Doctrine of Intermittency. 


THE VAST IMPORTANCE OF EXERCISING 
The second point is the vast importance of exercise. Giving isoniazid and 
other bactericides to patients with old lesions at rest is like shelling the 
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enemy in caves when one has the means of winkling them out. ‘The reason 
for rest, which was nine-tenths of all effective treatment before the coming of 
bactericides, was to encourage fibrosis, prevent spread, lessen the activity of 
the lesion, lower metabolism—all ot them hindrances to the elimination of 
M. tuberculosis when there is a killer coursing in the blood. ‘The exercise has 
to be experimental for each case, tentatively bold, cravenly circumspect, 
persistent, especially at first because trom one’s very successes in killing the 
enemy there is going to be a ‘tuberculin reaction’. ‘The only person who can 
intelligently graduate his exercise is the patient himself, once it has been 
explained to him. And there is no reason why it should not be explained. 

When Marcus Paterson at the beginning of the century used to explain 
his theory of auto-inoculation and graduated exercise to his patients at 
Frimley, London clerks and artisans, he had no difficulty in being under- 
stood. It must be remembered that Paterson was the pioneer also of 
‘absolute rest’, which has its essential place in getting initial stability. Rest, 
rest, rest, safety and never a risk is an unenterprising and demoralizing 
creed; if bactericides are in action it is illogical. It is doubly cowardly —for 
the physician who shrinks from being blamed for disasters, for the patient 
tec whom it is a doctrine of retreat and fear. Paterson had none of the 
immobilizing procedures of which generations that followed him had the 
advantage, yet it may be conjectured that although he may not have patched 
up so many cars, he put a higher proportion on the road. He rationalized a 
method which one instinctively recognizes as good natural history. ‘Tribute 
should go to his memory over the years. His was a natural creed; animals 
will lie low in toxemia and venture gently as it passes away. 

Each patient should find the exercises which will not cause breathlessness, 
increase sputum or raise temperature. Within these boundaries the more he 
does the better; ‘tentatively’ should be the key word of his endeavour and 
his healing, and soon he will begin to find that the boundaries enlarge. Be 
cautiously bold, we should advise, especially when you are protected by 
these drugs. Be pigheadedly persistent. If you don’t use your head you will 
lose bits of your lung. Utilize your good periods for getting back into train- 
ing. Don’t be satisfied with mere normality; get fitter than the normal man 


or woman, for your need is greater. ‘This game which goes on for twenty- 


four hours a day until death, requires cunning and courage and selfishness; 
never do anything that might harm you to please somebody else. Never give 
a point away. That is a dynamic creed and will appeal to intelligent patients, 
and the vast majority of patients are intelligent in what concerns the dura- 
tion of their lives. There is one important caveat and they should be given 
it: if they are toxemic from tuberculosis they may be living in a fantasy 
world and their judgment will be clouded. Consider thy plan of campaign 
in the cold light of morning. 

Physicians brought up in ‘the rest school’, so safe, so blameless, so stulti- 
fying, should remember the words of Oliver Cromwell to the mulish 
Assembly of the Church of Scotland with its cast-iron opinions, ‘I beseech 
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you, in the bowels of Christ, think it possible you may be mistaken’. 

This guinea-pig found that in the acute stages raking, in which the left 
hand is little used, could be carried out for long periods without pulmonary 
distress, his being a left-sided lesion. Sawing on the other hand was almost 
immediately felt to be injurious at first—-increasing sputum. Scything was a 
rather doubtful procedure and was abandoned. Walking was the daily bread 
of exercise, but was soon felt not to be enough. Then for a time he exulted 
in slow deliberate digging, the bowed shoulders ot which seem to put the lungs 
at ease. He has noticed that emphysematous old men who cannot talk without 
gasping can dig with rhythmical unconcern; gravity and the assumption of 
the upright position have their drawbacks. Then he went back to sawing 
and found he could do it for increasing periods and has accumulated a 
goodly woodpile against the winter. Swimming because of lack of buoyancy 
has always been a dyspnevic affair and is now limited to about thirty yards. In 
other respects he is becoming as tireless as a fit lad of sixty-two ought to be 
and can walk ten miles. But each patient must find his own exercises by 
experiment and trial, tentatively. It is a long, long, grim game, and a risky 
one unless it is undertaken seriously and the rules are really understood; it 
can be played any time, even bouncing up and down stairs. Exercise is at 
the same time a cure and a test of cure; the sedentary arrested patient has 
never undergone the test. 

There is nothing contradictory between the Doctrine of Intermittency 
and the Creed of Exercise; they call for and challenge each other, and are 
complementary. 


SUMMARY OF THE GUINEA-PIG’S PROGRESS 

Eight months of deteriorating health with a breaking-down lesion in the remnant 
of left lung. 

‘Two months of isoniazid, 250 to 300 mg. each day; great improvement. 

Three weeks’ interval, then relapse. 

‘Two weeks of PAS, 10 g., and isoniazid, 250 mg., and exercise. 

Three to four months of tolerable quiescence. 

‘Two days of streptomycin, 1 g., and isoniazid, 250 mg. 

‘Ten-day interval with iritis and tenosynovitis. 

One month of streptomycin, 1 g. every other day, and isoniazid, 250 mg. 

‘T'wo to three months of increasing health. 

Influenza, followed by two months of pyrexia and 4 oz. of sputum. 

‘Three weeks of isoniazid, 300 mg. daily, and streptomycin, 1 g. every other day 

Four months of health, symptomless 

Sputum, none; last positive was July 1952, when the M. tuberculosis showed re- 
sistance to isoniazid. 

X-ray: no change in right lung; left remnant opaque. 

E.S.R. has declined from 8o te under 20. 

Weight: increase of 14 lb 


CONCLUSION 
An old man has coughed up a patch, but by the grace of God and the help 
of isoniazid et al., and with the benison of exercise he has fibrosed the hole. 


He is here crowing about it, 


C.G.L. 
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SARCOMA OF THE ILEUM 


By EDWARD F. AUBERT, M.D. 
AND R. B. SUTCLIFFE, M.R.C.S., L.R.C.P. 


IN view of the comparative rarity of the condition we feel that the following 
case is worthy of being put on record. 


HISTORY 
The patient is an active woman of 58. She had her appendix removed 


twenty years ago and a pan-hysterectomy fifteen years ago; subsequently she 
remained fit except for periodic attacks of bronchitis, aggravated by smoking. 

She had felt well on waking in the morning, had eaten her usual breakfast 
and had had a normal action of the bowels, In the middle of the morning, 
feeling unusually tired by her housework, she drank a glass of sherry with a 
biscuit. Shortly afterwards she had a feeling of abdominal distension. By 
lunch time she was slightly nauseated and ate nothing. During the afternoon 
the lassitude increased; she developed headache and backache and felt 
shivery. After tea (at which she again ate nothing) she decided to go to bed 
and sent for one of us (E.F.A.), thinking she had an influenzal chill. 


CLINICAL CONDITION 

When first seen the patient looked flushed and a little apprehensive. Her 
temperature was 100.8 F. (38.2° C.), her pulse 76 per minute, and the 
tongue was slightly furred. Her cough and bronchial catarrh were much as 
usual and did not seem sufficient to account for her illness. Abnormal and 
rather puzzling signs, however, were present in the abdomen: it seemed 
somewhat distended and, though she had no abdominal pain, she was 
tender to firm pressure on the lower quadrants and it hurt her to cough; 
sudden movements were also inclined to be painful and rebound tenderness 
was present. Peristalsis was almost inaudible. 

‘I'wo hours later the temperature had risen to 101.5 F. (38.6 C.); her 
condition was otherwise unchanged. We both saw her at this stage and it 
was considered that her symptoms and physical signs indicated peritoneal 
irritation with the possibility of intestinal obstruction. She was therefore 
admitted to hospital for observation. 

At 8 a.m. the following morning her condition seemed much the same. 
The pulse rate was 84 per minute; the temperature had fallen to 99.6 F. 
(37.5 C.), but her tongue was more furred and the tenderness in the lower 
half of the abdomen more marked, especially on the left. She had passed 
a little flatus during the night, and peristalsis was audible; she had not 
vomited. It was decided that a laparotomy ought to be done. 
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OPERATION 
Two hours later her abdomen was opened by one of us (R.B.S.) under 


general anzsthesia (evipan, tubocurarine with an endotracheal tube, nitrous 


oxide and oxygen). A mid-line incision was used (in order to excise the 
previous scar). When the peritoneum was opened a loop of inflamed bowel 
was seen, streaked with purulent exudate. On examination the loop was 
identified as upper ileum; it was adherent to the appendices epiploice of the 
sigmoid colon. A perforation was present in the ileal wall. The ileum was 
separated from the colon, which looked normal. The wall of the ileum con- 
tained a hard, circular lump with a perforation in its centre. ‘The bowel was 
so disorganized in the area that resection was the only course possible: 5 
inches were therefore removed and an end-to-end anastomosis done. No 
enlarged glands or other intra-abdominal abnormalities were found. 
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Section of ileum removed at operation, showing tumour at distal end 


FOLLOW-UP 
The patient had an uneventful postoperative course. 


PATHOLOGICAL FINDINGS 
We are indebted to Dr. G. R. Osborn for the following report: 
“The specimen is g cm. of the ileum (fig. 1). At the distal end there is a 
firm tumour about 3.5 cm. in diameter; this has apparently been the site 
of a perforation. 
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Microscopically the lesion is a sarcoma (fig. 2). It has apparently originated 
in the submucosa. Some of the overlying mucosa is relatively normal; other 


Microphotograph of tumour: a spindle-cell sarcoma which has 
originated in the submucosa 


parts show acute inflammatory ulceration. ‘The tumour cells are nearly all 


spindle in type: they show a moderate degree of fibrillation. There is a 
minor degree of nuclear variation. Mitotic figures do not often exceed two 
per high-power field. In places, all coats of the ileum are replaced by this 


tumour’. 


BISMUTH IN DISEASES OF THE SKIN 


By ARTHUR J. AMBROSE, L.M.S.S.A. 


WHEN I qualified in 1906, every medical practitioner employed bismuth in a 
wide variety of diseases: today it is not used to the same extent. One reason 
for this, I am certain, is that the modern medical student does not get as 
good a grounding in pharmacology as did his forebears. Also, there is the 
prevalent idea that everything introduced recently is better than something 
used years ago. The sulphonamides and the antibiotics combat infection, but 
do not possess those soothing and healing-promoting properties so essential 
in dermatological treatment; furthermore, these new drugs can cause severe 
sensitization reactions when applied locally. Again, there is a current belief 
that bismuth is expensive, but, when it is remembered that results are 
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achieved rapidly with bismuth (with, incidentally, enhancement of the pre- 
scriber’s reputation) and that one needs so little in a mixture, lotion or 
ointment, it is clear that in the long-term view the over-all cost of treatment 
is small. Since I had the good fortune to be a pupil of Colcott Fox I have 
been fascinated by diseases of the skin: I have seen a large number of thera- 
peutic preparations acclaimed and then fall into disfavour but, throughout, 
bismuth salts have maintained a high place in the armamentarium of the 
dermatologist because they promote healing, are soothing, astringent and 


antibacterial. 


REACTIONS TO BISMUTH 


Before discussing some of the uses of bismuth in dermatology, I wish to 
refer briefly to its side-effects. Bismuth can cause a rash, but this is rare, and 
I personally have never seen one. It can cause stomatitis, but this is not 
likely to occur with the doses I have prescribed. In the rare case in which 
bismuth does cause a reaction, the treatment is to stop its administration and 


to give a course of injections of BAL. 


APHTH# 
In painful ulceration of tongue and mucous membrane, I have found that 
the following powder—equal parts of bismuth carbonate and triturate of 
powdered alum—sprinkled on the affected areas, forms a protective coating 
which allows food to be taken without pain and the ulcers to heal. 


ACNI 


The following can be applied at night, and washed off in the morning: 


Bismuth subnitrate 40 grains ( 
Ichthammol 40 grains ( 
Ointment of ammoniated mercury 40 grains ( 
Paraffin ointment ounce 


By day use the following :- 


Resorcin 40 grains ( yg.) 
Precipitated sulphur 40 grains ( g.) 
Bismuth carbonate 40 grains (2.6 g.) 
Starch powder 120 grains (8 g.) 

Hydrous ointment to 1 ounce (31 g.) 


In addition, the patient should avoid chocolates, cocoa, lard and pig's fat. 
The duration depends upon the severity of the case, the patient’s faithful 
carrying out of instructions, and the avoidance of squeezing of the comedones 
Soap and water, so detrimental to most skin conditions, is beneficial in acne 
The hair should also be shampooed. Vaccines are useless. Relapses may 


occur if patient or doctor becomes careless. Lastly, X-rays, 100r once a week, 


for four treatments, are beneficial. 
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BEDSORES 
Useful powders for dusting on sore points and broken skin include 


Bismuth subgallate 120 grains (8 g.) 


Powdered benzoin 75 grains (5 g.) 
Starch powder to 1 ounce (31 g.) 


Balsam of Peru 60 minims (4 ml.) 
Compound tincture of benzom 60 minims (4 ml.) 
Bismuth carbonate 36 grains (2.5 2 
Hydrous wool fat 54 grains (3.5 
Cod-liver oil 72 minims (5 ml.) 
Solution of calctum hydroxide 72 minims (5 ml.) 
Castor oil 126 minims (8.5 ml.) 


) 
) 


ad 
o 


‘The second of these two powders has a stimulating action. 


BOILS 
Apply ‘milton’ (a stabilized form of eusol), half-strength, on lint, very 
frequently for a few days, and then apply on lint 


Resorcin 10 grains (0.6 w.) 
Bismuth carbonate 120 grains (8 to 
Kaolin 120 grains (8 wg.) 
Soft paraftin to 1 ounce (31 g.) 


I once cured a wealthy patient with this technique when two distinguished 
dermatologists had failed. No doubt most dermatologists would now resort 
to penicillin and the more recent antibiotics, but even with penicillin on 
account of its occasional severe reactions—it is wise to have a harmless and 
successful treatment in reserve. 

In intractable cases, intramuscular injections of bismuth have cleared up 
cases which did not respond to other forms of treatment 


BOCKHART’S IMPETIGO 
A good many years ago, I was asked to see a wealthy American who had a 
suite of rooms at the Carlton Hotel. He had just come from Paris, where he 
had been under the care of a French dermatologist who was treating him 
with linseed meal poultices. He was very grateful when the treatment I have 
just outlined for boils cured his Bockhart’s impetigo in a week 


BROMUHIEIDROSIS 
Brocg recommended the following powder to be put in the socks 


Bismuth subnitrate 25 per cent 
SI 


Powdered talc yer cent 


Potassium permanganate grain (5 mag.) 
Rice powder to 100 per cent 


CHILBLAINS 
‘The ointment I use for bedsores is very useful, and so are 20-grain (1.3 g.) 
doses of vitamin K, but my experience with the latter is that it acts like a 
charm on the first occasion, but loses its efficacy in time. 
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CHLOASMA 
Unna’s treatment was: (1) first dab on spirit; (2) then apply ointment of 
ammoniated mercury, and leave on all night; (3) in the morning apply: 


Bismuth subnitrate .... bes grains (6 g.) 
Kaolin grains (6 g.) 


White soft paraffin 


Mercuric chloride 
Bismuth chloride 
Anhydrous lanolin 


ounce (31 g.) 


grain (60 mg.) 
to 30 grains (0.3 to 2 g.) 
grains (4 g.) 


Soft paraffin .... 20 grains (8 g.) 
Solution of hydrogen pe roxide a aca 4 fluid ounce (14 ml.) 

In this case the bismuth acts by preventing sensitization to light, and in the 
case of Berloque’s dermatitis, which is caused by either oil of Bergamot or 
Eau de Cologne, it prevents photo-sensitization. Some years ago I was asked 
to see a young lady who had developed chloasma from both of these causes, 
and in whom this line of treatment relieved the condition. 


FOR THE COMPLEXION 
To give a dazzling complexion there is nothing to compare with bismuth. 


The following is a good face powder 
Bismuth subgallate eee eae ; 40 grains (2.6 g.) 
(or bismuth carbonate) 
Boracic acid powder 40 grains (2.6 g.) 
Kaolin powder 40 grains (2.6 g.) 
Starch powder 360 grains (24 g.) 

If perfume is required, get the pharmacist to add whatever perfume is 
desired—-e.g. Goya No. 5, any Coty preparation, Otto of roses (4 minim 
to the ounce [0.03 ml. to 31 g.]), or oil of jasmin—but do not make the 
mistake of making the perfume too strong: 0.1 per cent. is enough. The 
pharmacist can blend any desired colour. 

The ladies will appreciate the following thin cream, which prevents and 
heals cracked lips and is kind to the face: 

Bismuth carbonate .... 45 grains (3 g.) 
Hydrous wool fat .. 60 grains (4 g.) 
Rose water (triple distilled) 60 minims (4 ml.) 
White soft paraffin 300 grains (20 g.) 

I have not found the small amounts of bismuth to cause darkening, or to 
have any other deleterious effect on the skin. 


DERMATITIS 

Dermatitis from any cause, provided it is in the subacute stage, may benefit 
from: 

Bismuth carbonate Perel ; 6o grains (4 g.) 

Kaolin grains (4 g.) 

Starch powder 60 grains (4 g.) 

Olive oil minims (4 ml.) 

Ichthammol _. grains (0.6 g.) 

Paraffin ointment ounce (31 g.) 
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DERMATITIS 


VENENATA 


There is nothing to beat the prescription recommended by Dr. J. C. 
Rommel in ‘Modern ‘Treatment and Medical Formulary’ (Philadelphia), 


now, alas, out of print: 


Quinine hydrochloride 
Bismuth carbonate 
Water 


20 grains (1.3 g.) 
20 grains (1.3 g.) 
to 1 fluid ounce (28.4 ml.) 


I have had many good results with this prescription. I remember in 
particular a lady student at a horticultural college, and a lady who was being 
treated by her doctor for eczema but lost her skin trouble when she got rid 
ot her lily pond and used this lotion. 


ECZEMA 

Acute._-In the weeping stage grease should not be used as this aggravates 
the condition. A lotion should be used. Strickler’s is a good one: it is un- 
rivalled for soothing the erythema and the irritation, for drying and for 
protection. It has the following composition: 

Liquified phenol 3 minims (0.2 ml.) 

Boric acid 15 grains (1 g.) 

Bismuth subnitrate 74 grains (0.5 g.) 


Glycerin 15 minims (1 ml.) 
Solution of calctum hydroxide . tor fluid ounce (28.4 ml.) 


Subacute.-When the weeping has ceased, but before the chronic stage 
has been reached, use a paste such as the following: 
Bismuth carbonate 80 grains (5.3 g.) 
Kaelin ... So grains (5.3 g.) 


Ichthammol 10 grains (0.6 g.) 
Olive oil 60 minims (4 ml.) 


Paraffin ointment to 1 ounce (31 g.) 


A patient came all the way from London to Devonshire to get this 


prescription, which had done her good when she first consulted me in 


London. 
Subacute of face in children. —The following ointment is recommended by 
R. M. B. MacKenna (‘Diseases of the Skin’): 


Bismuth subnitrate , 120 grains (8 g.) 
Ichthammol 5 to 10 grains (0.3 to 0.6 g.) 


Soft paraffin to 1 ounce (31 g.) 


Chronic.-When the skin is dry and thickened, perhaps fissured or 
cracked, use a paste such as: 


Resorcin 134 grains (0.9 g.) 
Ammoniated mercury ' 5 to 10 grains (0.3 to 0.6 g.) 
Salicylic acid 5 to 10 grains (0.3 to 0.6 g.) 
Oil of cade 10 to 15 minims (0.6 to 1 ml.) 
Bismuth carbonate grains (8 g.) 

Ointment of rose water fluid ounce (28.4 ml.) 
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Of legs and anal region._-lere lotions act better than ointments, and the 


following is one of the best: 


Oil of cade 1 to 2 per cent 
Dilute ointment of mercuric nitrate 60 grains (4 g.) 

Bismuth carbonate 
Tak 

: equal parts to 1 fluid ounce (28.4 ml.) 
Glycerin 


Water 


ERYTHEMA SOLARI 


Curative._In a bad case of sensitization to ultra-violet light and sunlight 


with intense irritation and a rash imitating seborrhavic dermatitis, I find the 


following effective 
Resorcin 10 grains (0.6 g.) 

Bismuth carbonate 60 grains (4 zg.) 

Strong solution of lead acetate 6 minims (0.4 ml.) 

Ichthammol 10 grains (0.6 g.) 

Glycerin 15 minims (1 ml.) 

Water to 1 fluid ounce (28 4 ml.) 


Prophylactic. As a means of protecting the skin against sunburn I can 


recommend : 

Bismuth carbonate 10 per cent 
Quinine hydrochloride 
Yellow soft paraffin 


5 per cent 
to 100 per cent 
N.B. It is most important that the yellow soft paraffin should be used, not 
white 
I have found injections of 5 per cent. peptone a great help. ‘'wo courses, 
each of six subcutaneous injections, should be given in March and June. 
‘This was successful in the most difficult case I ever had, but I was told by 


a leading London dermatologist that it is not always successful 


H #®MORRHOIDS 
Although the bismuth subgallate compound suppository (N.F.) is a usetul 
preparation, | preter the following ointment: 


Bismuth carbonate 6o grains (4 xg.) 
‘Tannic acid 

Mercurous chloride 
Ointment of phenol 
Ointment of lead subacetate 


10 grains (0.6 w.) 
4* grains (3.4 2.) 


equal parts to 1 ounce (31 g.) 


‘This ointment is also useful in the treatment of granuloma annulare and 


herpes simplex; for the latter it is specific. 


HERPES ZOSTER 
Bismuth carbonate and alum powder in equal parts is analgesic and pro- 
tective. It acts like collodion, but is more soothing and, in addition, can be 


washed off, if this becomes necessary 
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IMPETIGO 
‘The late Dr. R. W. MacKenna recommended the following procedure 
(1) Dry the crusts by dabbing with methylated spirit several times a day 


‘Then apply bismuth subgallate or xeroform 
(2) After three days, apply starch and boracic poultices. 
3) In a day or so, use ointment of ammoniated mercury, 1 per cent. in 


a paste. ‘This is satistactory for cases of streptococcal origin. For cases due 


to the staphylococcus——use chloramphenicol ointment or Dalibour water 


(diluted 1 in 8). 


LICHEN PLANUS 
Injections of bismuth are useful in some cases. Wright and Cross (Arch. 
Derm. Syph., Chicago, 1950, 61, 489) and others have recommended ‘bis- 
trimate’ (sodium triglycollamate) given as tablets, whilst vitamin B,, 3 mg 
thrice daily, was found by Roxburgh to relieve the irritation (“Common Skin 


Diseases’, 6th ed.) 


LUPUS ERYTHEMATOSUS 
Roxburgh (‘Common Skin Diseases’) recommends injections of bismuth 
Kinnear (‘Gardiner’s Handbook of Skin Diseases’), prefers gold to bismuth 
injections, but recommends bismuth ointment to be rubbed in daily, in the 
form of bismurung ointment. George Lewis (‘Practical Dermatology’) 
advocates intramuscular injections of bismuth subsalicylate, 1.2 ml. weekly, 
for six to ten weeks 
Gold injections are so much more dangerous than injections of bismuth 
that, before resorting to gold, bismuth should be given a trial, and, to avoid 
disappointment, a preparation should be used that has proved its worth 
‘Bistrimate’, either orally or by injection, has been recommended by R. | 
Sutton (Jnr.) and B. Winston (‘Current Therapy’, 1949) and by others, but 
| have no personal experience of the use of this preparation in lupus 


erythematosus. It is also of value in lupus verrucosus. 


NAPKIN RASH 


The following powder is strongly recommended 


\lercurous chloride 10 per cent 


Bismuth subgallate go per cent 
PRURITUS AND PRURITUS ANI 

Chloral hvdrate is a safe and efficacious sedative in this condition, but 

morphine must never be given. Antihistamines have their uses. Diphen- 


hydramine hydrochloride (‘benadryl’), 50 mg. at night, makes some patients 


too drowsy the next day, but in others this soporific effect can be an ad- 


vantage. Chlorcyclizine hydrochloride (‘histantin’) 50 mg., is especially 


useful, because often the effect of one tablet lasts twenty-four hours 


‘Dibistin’ has a calming effect 
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For local application I have two favourite prescriptions : 


Menthol. . . per cent 
Liquified phenol per cent 
Chloral hydrate per cent 
Camphor .... 3 per cent 
Bismuth carbonate per cent 
Liquid paraffin minims (4 ml.) 
Soft paraffin .. 24 grains (1.5 g.) 
Lanette wax SX 52 grains (3.5 g.) 
Hydrous wool fat 24 grains (1.5 g.) 
Water to 1 fluid ounce (28.4 ml.) 


The following is based upon the formula in Rook’s excellent article (The 
Practitioner, August 1951, 167, 191), but I have taken the liberty of sub- 
stituting bismuth carbonate for the zinc oxide in his formula: 


Bismuth carbonate 240 grains (16 g.) 
Olive oil . . 240 grains (16 g.) 
Anhydrous lanolin 40 grains (2.6 g.) 
Lime water 120 minims (8 ml.) 


ROSACEA 


A colleague asked me to see a housekeeper who, in addition to rosacea, had 
erythema ab igne and erythema solare. I decided that I would treat the 
erythema solare first, and prescribed: 


Quinine sulphate 5 per cent 
Bismuth carbonate ia 10 per cent. 
Yellow soft paraffin to 100 per cent. 


‘To my delight and surprise, not only did the different erythemas clear up 
but also the rosacea. 
Strickler’s prescription for mild cases is: 


Liquified phenol 3 minims (0.2 ml.) 
Resorcin 10 grains (0.6 g.) 

Boric acid ; 15 grains (1 g.) 

Bismuth subnitrate 20 grains (1.2 g.) 
Glycerin . 15 minims (1 ml.) 

Lime water to 1 fluid ounce (28.4 ml.) 


Attention must also be given to the dandiutf which so often coexists. 


SEPTIC SPOTS 


For septic spots, especially on the scalp, B.I.P.P., or the ointment I have 
already recommended for hemorrhoids, is most useful. The formula tor 


B.I.P.P. is: 


Bismuth subnitrate I part 
lodoform 2 parts 
Liquid paraftin , . I part or q.s. 
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SPOROGTRICHOSIS 

This is a more common disease than is supposed. It is generally mistaken 
for some other complaint. For instance, a practitioner who had been treating 
a skin condition ot the ears which he thought was chilblains, asked me to see 
the patient. Although I knew that non-staining ointment of iodine, B.P.C., 
was the usual remedy, I used the ointment which I have already mentioned 
several times--in the treatment of herpes simplex, hemorrhoids and 
granuloma annulare (p. 554)—and the skin lesion melted away. ‘The patient 
kept chickens in cages close together, and they pecked his ears with 
beaks contaminated by decaying leaves. 


VARICOSE ECZEMA 
A patient, whose trouble did not clear up while under the care of a provincial 
hospital, got an excellent result with: 


Dilute ointment of mercuric nitrate 60 grains (4 g.) 
Oil of cade I per cent. 
Bismuth carbonate 60 grains (4 g.) 
Glycerin of starch 120 minims (8 ml.) 
Olive oil 60 minims (4 ml.) 
Hydrous wool fat 60 grains (4 g.) 
Yellow soft paraffin to 1 ounce (31 g.) 


WARTS 
These sometimes clear up if freshly prepared lime water, a wineglassful 
three times a day, is taken for a fortnight; or small doses of magnesium 


sulphate; or green mercuric iodide pill, } to } grain (8 to 16 mg.). ‘Anthisan’, 
2 tablets a day for a week or a fortnight, has recently been recommended, 


but it is not generally known that warts sometimes disappear when bismuth 
is taken internally. This can happen when the patient is taking bismuth 
carbonate or subnitrate for gastric troubles, but is more likely to occur when 
he is taking ‘bistrimate’. 
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LXXI.— DIFFICULTIES IN THE USE OF ANTIBIOTICS 


By J. D. ALLAN GRAY, T.D., M.B., B.Sc., F.R.C.P.Ep., D.P.H. 
Pathologist, Central Middlesex Hospital. 


‘THE enormous benefits conferred by antibiotics have led to their in- 
discriminate use which may subject patients to unnecessary dangers. ‘This 
review is an attempt to define these dangers and show how they may be 
avoided. ‘The dangers may arise trom the inherent toxicity of the antibiotic 
concerned, from the reaction of the patient to the antibiotic or from changes 
in the organisms with which the patient is infected. 


rOXICITY OF ANTIBIOTICS 
The usefulness of antibiotics lies in their marked activity against the in- 
fecting organisms, associated with low toxicity to the tissues of the host. 


Their administration can therefore be justified only by the presence of an 
infection likely to respond to them. ‘The more serious that infection, the 
greater is the risk of untoward effects that may legitimately be taken. When 
these effects appear soon after the administration of the antibiotic they are 
easily ascribed to it. ‘They may not appear, however, until long afterwards 


and so may not be ascribed to the antibiotic until several similar cases occur 
(Hawkins and Lederer, 1952). Obviously, an antibiotic should not be given 
for conditions such as a clean lacerated wound or an unburst subungual 
hamatoma, as is done in some casualty departments (Lowden, 1952). On 
the other hand, antibiotic therapy may be justified even if it is only to reduce 
the period of incapacity. A clinical assessment of the individual case is 
therefore essential and antibiotics must not be allowed to encourage slack- 
ness in making such assessments, or slipshod surgery. It must also be re- 
membered that when the kidneys are unable to excrete the antibiotic 
rapidly, large doses may be extremely toxic. ‘Thus, in the hope of suppress- 
ing neoplastic growth, doses of 12 million units of penicillin four-hourly and 
of 2 to 4 g. of ‘terramycin’ (oxytetracycline) daily were tried and were usually 
fatal (Bateman ef al., 1952). 

The modern preparations of penicillin are non-toxic for intramuscular or 
intravenous use, although Rubens (1951) recorded a severe hemorrhagic- 
necrotic lesion following an intramuscular injection. Intrathecal doses of 
over 10,000 units a day, however, may produce status epilepticus followed 
by death, or a residual hemiplegia and mental deterioration (Edmunds and 
Porter, 1952). Fortunately, it is rarely necessary to give penicillin intra- 
thecally as meningococcal meningitis responds to sulphonamides orally. 

Interference with the VIIIth nerve by streptomycin can be obviated by 
limiting the daily dose to 1 g. and by making the treatment intermittent. 
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The earliest toxic effect of the calcium chloride streptomycin is damage to 
the vestibule. If the drug is stopped the damage is reversible, and permanent 
deafness need not occur. ‘The use of dihydrostreptomycin, although intro- 
duced as less toxic, has now been discontinued at this hospital, as it was 
found to produce a permanent deafness as its first toxic manifestation. When 
the renal function is impaired, streptomycin may accumulate to dangerous 
levels. ‘Three cases of fatal aplastic anemia have been reported as due to 
streptomycin (Womack and Reiner, 1951). 

Chloramphenicol may produce leucopenia, neutropenia (Gill, 1950; Volini 
et al., 1950) and aplastic anemia (Rich et al., 1950; Wilson et al., 1952; 
Hargraves et al., 1952; Rheingold and Spurling, 1952; Davey, 1952). In 
children and people with susceptible marrows the dyscrasia may appear 
after a single course of twenty 50-mg. capsules, but it usually follows long- 
continued dosage. Some patients appear to be sensitized by a course of 
chloramphenicol and a further course days or months later precipitates the 
dyscrasia, Fortunately, the complication is rare about 1 in 10,000 in- 
dividuals treated. ‘he mortality, however, is high, and in the United States 
the Food and Drug Administration insists that labels and circulars bear a 
warning of the danger (Lancet, 1952). Chloramphenicol must not therefore 
be used indiscriminately but only when there ts a clear indication for it and 
when the condition is not amenable to other antibiotics. Of all the anti- 
biotics, it traverses the blood-brain barrier the most freely, and is therefore 
the antibiotic of choice in H. influenza meningitis. If it is to be of use, it is 
usually effective within a week. Long courses are therefore unnecessary. 
Blood counts should be done weekly, although they may not give sufficient 
warning of the granulocytopenia. Hamorrhage, purpura, and sore throat are 
indications for stopping the chloramphenicol and when stopped, it should 
not be resumed, 

Aureomycin, whether given by mouth or intravenously, may produce 
gastro-intestinal symptoms, including diarrhaa, sore tongue and pruritus 
(Kirsner et al., 1952). It may produce jaundice and enlargement of the liver 
(Rutenberg and Pinkes, 1952), but Lepper and his colleagues (19514, b, c) 
do not consider that it damages the liver except after very large doses. 
Associated with the diarrhea is a pseudo-membranous colitis which is 
commoner in females (Reiner et al., 1952). ‘The mechanism of its production 
is obscure. Possibly it is due to oacteriostasis on the mixed flora. Pathogens 
and fungi certainly are not demonstrable and vitamins neither prevent nor 
cure it. In addition to a simple surface exudation which heals by sequestra- 


tion of the pseudo-membrane, there is usually a stromal necrosis which re- 
sults in permanent damage to the mucosa. ‘These lesions have been seen in 


individuals without diarrhaea. 
Oxytetracycline (‘terramycin’) is non-toxic (Wolman and Holzel, 1952; 
Wolman, 1952). When aureomycin and oxytetracycline are given together 


the maximum safe dose is, of course, reduced. 
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SENSITIZATION OF THE PATIENT 

‘The mechanism of sensitization is obscure. Inherited predisposition plays a 
part and exposure to a sensitizing agent is necessary. ‘Thus, many nurses and 
pharmacists who handle penicillin often develop a dermatitis, and the use of 
penicillin for impetigo and other minor skin ailments is believed to be the 
cause of the increase in dermatitis (Moynahan, 1951). Macaulay (1953) re- 
gards such hypersensitivity among nurses as an occupational hazard and, to 
minimize the risk of its occurrence, recommends the wearing of rubber 
gloves and a face-mask with cellophane visor, the exclusive use of syringes 
which do not leak and the regular patch testing of nurses on appointment 
and at intervals of three to six months. 

A preparation of vitamin B,,, derived from a streptomyces, was regarded 
as being a sensitizing agent through impurities carried over from the mould 
fermentation liquor (Bedford, 1952). A similar preparation derived from 
liver did not sensitize. Bedford supported his thesis by making skin tests 
and noted the side-effects after intramuscular injections of the suspected 
vitamin preparation and showed (1951) that sensitivity to one antibiotic is 
usually associated with sensitivity to some or all of the others, including the 
synthetic chloramphenicol. Previous contact with an antibiotic may not, 
however, always be demonstrable in sensitized subjects (Rostenberg and 
Welch, 1945). 

The manifestations of allergy due to antibiotics vary widely and include 
serum sickness, joint pain, cutaneous rashes, asthma, urticaria and ex- 
foliative dermatitis. Usually the symptoms are mild at first and are con- 
fined to the inter-digital and peri-orbital areas. Later the reaction may be 
severe and prolonged. An alarming respiratory embarrassment and intense 
itching in the feet and groins which were previously the sites of fungal in- 
fections followed a single oral dose of aureomycin (Bedford, 1951), and a 
fatal non-infective encephalitis was described by Cavanagh (1953) as due to 
sensitization to streptomycin. Flaxman (1951) mentions six fatalities due to 
penicillin through exfoliative dermatitis, Jarisch-Herxheimer reactions in 
syphilitic patients, and anaphylaxis. 

‘To avoid the development of hypersensitivity, penicillin and aureomycin 
should not be used indiscriminately in ointments as household remedies for 
minor cuts and boils (Solomons, 1951). Penicillin cream is, of course, 
justified for severe burns, but it should be used as a last resort in individuals 
known to be allergic. For the treatment of anaphy'actic shock following an 
intramuscular injection of penicillin in a sensitized subject, antihistamine 
drugs and desensitization by small oral doses of the antibiotic have been 
recommended (O’Donovan and Klorfajn, 1946). 

Sensitivity reactions to the newer antibiotics are less common than to 
penicillin and streptomycin (Barach et al., 1952). ‘Thus, oxytetracycline is 
useful as an ointment for persistent furunculosis and sycosis barbe (Valen- 
tine and Hall-Smith, 1952) and is advocated for infections in diabetes 
(Walker, 1953). 
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Oral administration of penicillin lessens the chance of sensitivity reactions 
as well as being easy. The very ease of the method, however, may lead to 
its indiscriminate use and to inadequate treatment. Further, its effect is 
inconstant and to overcome this objection new forms are being tried 
(Cathie and MacFarlane, 1953) and attempts made to delay its excretion by 
probenicid (Boger ef al., 1952). 


AVITAMINOSIS 


In health a considerable proportion of vitamin B,, requirements is syn- 
thesized by the bacteria in the intestine (Girdwood, 1950; Dyke et al., 1950; 
Goldsmith and Gibbens, 1951). As most antibiotics except penicillin modify 
the faecal flora (Altemeier, 1950; Riddell, 1952), the resulting interference 
with the synthesis is followed by deficiency symptoms. The effect is tem- 
porary (Bierman and Jawetz, 1951). ‘Thus, the exhibition of sulphonamides, 
penicillin, streptomycin or chloramphenicol may be followed by lesions of 


the mucous membranes. After penicillin the mucosa of the whole mouth, 
tongue and throat may become sore. A thick brown coating may appear on 
the tongue and a curdlike exudate on the buccal membrane. ‘These coverings 
usually peel off in a couple of days leaving bright red, swollen surfaces 
exquisitely tender to hot and acid articles of food. Antibiotics may also pro- 
duce an angular stomatitis and irritation of the rectal and genital mucosa 
(Harris, 1950; ‘Tomaszewski, 1951; Willcox, 1951). It is often difficult to 
assess whether these lesions are due to avitaminosis or to a change in the 
flora with subsequent change in the pH. The rapidity with which they appear 
would at first suggest that they are not due to avitaminosis as vitamin B,, 
has to be absent from the food for much longer before a healthy man shows 
deficiency symptoms. It may be, however, that the amount of the vitamin 
synthesized in the bowel is much greater than that normally taken in the 
food. Further, the lesions associated with antibiotics are alleviated by spray- 
ing with preparations of vitamin B,,. 

Payling Wright (1952) has shown that the oral administration of chloram- 
phenicol may enhance the susceptibility of the patient to a single oral dose 
of an anticoagulant. He suggests that the antibiotic modifies the intestinal 
flora and so reduces the production of vitamin K. ‘The modern preparations 
of penicillin do not affect blood coagulation (Triantaphyllopoulos and 


Waisbdren, 1952). 


DISTURBANCE OF THE BALANCE OF MIXED FLORA 


When mixtures of organisms are exposed to an antibiotic the susceptible 
ones are suppressed or removed and the resistant ones may grow abundantly, 
even in high concentrations of the antibiotic (Kirsner ef al., 1952). ‘These 
changes do not follow any consistent pattern (Barach et al., 1952). ‘Thus, 
staphylococci may produce a new infection during treatment with strepto- 
mycin or penicillin (Weinstein, 1947) and gram-negative bacilli appear to 
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thrive on penicillin when it is used alone as a prophylactic during surgical 
interference (Garrod, 1950). Infection with Pseudomonas pyocyanea is com- 
mon in the urinary tract and meninges and may be prevented by giving a 
sulphonamide along with the penicillin (Yow, 1952). In serious advanced 
suppurative disease of the lung, Barach and his colleagues (1952) say that 
broad-spectrum antibiotic therapy (i.e. aureomycin, chloramphenicol and 
oxytetracycline) should be stopped when Proteus and other highly resistant 


organisms appear in the cultures of the sputum, and they recommend peni- 
cillin by inhalation whereby concentrations may be reached sufficient to 
inhibit so-called penicillin-resistant staphylococci and even hamophili. 
Similarly, Bateman and his colleagues (1952), in the treatment of these in- 
fections, allow the prolonged use of penicillin by inhalation or injection but 
limit the other antibiotics to a maximum of five or six days. Cultures should 
be repeated every few days so that the ascendancy of harmful strains may be 
detected and the antibiotic changed if necessary (Rhoads, 1952). 

Moniliasis often follows the therapeutic use of penicillin, aureomycin or 
chloramphenicol (Pappenfort and Schnall, 1951; Woods et a/., 1951) and 
Harris (1950) suggests that changes in the vitamin bio-synthesis may lower 
the patient’s resistance to the fungi. The oropharynx and esophagus, the 
intestinal tract and the lungs are the sites commonly affected (Woods et ai., 
1951). Taylor and Rundle (1952), however, describe a fatal uramia following 
chloramphenicol through blocking of the ureters by the mycelium. ‘The most 
fatal sites for the moniliasis are in lung abscesses and bronchiectatic cavities, 
and the Council on Pharmacy and Chemistry of the American Medical 
Association (1951) has issued a warning to this effect on bottles of the 


antibiotics. 


DEVELOPMENT OF RESISTANCE BY ORGANISMS 
Resistance to antibiotics occurs widely among micro-organisms. It may be 
primary as shown by certain strains of Streptococcus viridans or it may be 
acquired by exposure of the organisms to the antibiotics. ‘The exposure may 
be that of an individual strain, as when sensitive tubercle bacilli acquire 
resistance to streptomycin during the treatment of an individual infection. 
On the other hand, the exposure may be that of a bacterial species. For 
instance, staphylococci which were originally very seasitive to penicillin are 
now often found to be resistant to that antibiotic. ‘The development of re- 
sistance to penicillin is invariably slow in time and gradual in extent. ‘That to 
streptomycin is usually rapid and extensive. Resistant organisms do not 
necessarily produce an enzyme to destroy the antibiotic (Abraham ef ai., 
1941), but they differ from their sensitive predecessors in biochemical 
characteristics. ‘Thus staphylococci and meningococci, on becoming resistant 
to streptomycin, require streptomycin as a growth factor, although they do 
not metabolize it. Salmonella, on acquiring resistance to the same antibiotic, 
cannot destroy streptomycin but lose their pathogenicity; their growth is 
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slower; their reducing time prolonged; their fermentation of certain carbo- 
hydrates is delayed and incomplete and they fail to produce hydrogen sul- 
phide. Chromogenic bacteria grow more slowly and lose their colour 
(Seligman and Wassermann, 1947). 

To explain the development of resistance, Hinshelwood (1944) suggested 
adaptation and Demerec (1945) mutation. ‘The theory of adaptation contra- 
venes the principles of heredity which have been accepted for the higher 
forms of life but which do not necessarily apply to organisms multiplying 
by binary fission. Although the bacterial cell has an almost inexhaustible 
capacity for subtle variation, resistance does not develop after mere contact 
with an antibiotic but only during growth of the cell. ‘This suggests that it is 
not a specific response but that mutants present in the normal culture sur- 
vive by selection (Barber and Rozwadowska-Dowzenko, 1948). Certain 
staphylococci have a resistance to penicillin greater than the concentrations 
in which they were trained. As Knox (1952) points out, adaptation and 
selection are not antithetical, for the resistance may develop by the natural 
selection of individual organisms which successfully adapt themselves to the 
inimical environment of the antibiotic 

Infections by bacteria resistant to present antibiotics are becoming 1n- 
creasingly prevalent (Miller, 1951). ‘Thus, the incidence of penicillin- 
resistant staphylococci is steadily increasing in hospital environments 
(Barber ef a/., 1949), and the incidence of streptomycin-resistant staphy- 
oleocci is increasing in hospital practice (Rountree ef al., 1951). Of 118 
strains of coagulase-positive staphylococci from acute lesions in out-patients, 
Linsell (1952) found nearly one-fifth to be resistant to penicillin but only 
two to oxytetracycline and three to aureomycir. In six months the per- 
centage of streptomycin-resistant strains of B. colt remained constant but 
the increase in the percentage of those resistant to aureomycin was 
statistically significant (‘Thomson, 1952) 

The development of resistance is of great practical importance. In the 
treatment of tuberculosis with streptomycin it is dangerous to both the 
patient and his contacts. For the patient, continuation of the streptomycin 
will actually favour the bacilli infecting him. For his contacts there is a risk 
of infection with the resistant strain. Cases have already been described of 
primary tuberculosis caused by such strains (Harold, 1951). In such cases 
the source of the resistant strain can usually be presumed. ‘linne and 
Henderson (1950), however, described a miliary tuberculosis due to a 
streptomycin-resistant strain in a child of 11 weeks. The probable source of 
infection was the mother, but neither she nor the baby had previously 
received streptomycin. 

It is not yet clear whether small and therefore ineffective doses of ant 
biotics are more likely to encourage the development of resistance than the 
ever-increasing doses now used. Eagle, in 1948, found that low concentra- 


tions of penicillin might be more lethal than high ones, and Gould and his 
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colleagues (1953) used successfully doses much below the accepted standard 
doses without increasing the resistance of the organisms. ‘They determined 
the doses by multiplying the sensitivities of the organisms im vitro by an 
‘enhancement factor’. This factor was usually 5 and was to allow for error 
and variability in excretion. 

To prevent tubercle bacilli from developing resistance to streptomycin 
20 g. of para-aminosalicylic acid should be given daily along with the anti- 
biotic (M.R.C., 1949, 1950). It possibly inhibits the bacilli from adapting 
themselves to the streptomycin (Gale, 1952). Undesirable side-effects are 
rare although toxic hepatitis with rash, pyrexia and malaise (McKendrick, 
1951), allergic effects (Steel, 1952; Jeffrey et al., 1952) and thyroid enlarge- 
ment (Hamilton, 1953) have been described. 

The antibiotic-resistant organisms, especially penicillin-resistant staphy- 
lococci and streptomycin-resistant tubercle bacilli present one of the greatest 
problems of modern medicine. Birnsting! and his colleagues (1952) found 
penicillin-resistant staphylococci to be not markedly resistant to other anti- 
biotics, and chloramphenicol has been recommended for their eradication 
(Anderson and Ellis, 1951; Banks, 1952). Altemeier and Culbertson (1951) 
found the same antibiotic useful in surgical infections with gram-negative 
bacilli except Proteus and Pseudomonas pyocyanea, and Flint and his col- 
leagues (1952) recommended its local use as a 5 per cent. solution in propy- 
lene glyol for infections with Proteus, Pseudomonas pyocyanea and resistant, 
staphylococci. ‘The use of alternative antibiotics, howcver, is threatened by 
the cross resistance which develops to aureomycin, oxytetracycline and 
chloramphenicol in vitro and in vivo (Herrell et al., 1950; Jawetz et al., 
1950, 1951a,b; Gocke and Finland, 1951). Occasionally the opposite effect 
is produced, for exposure to neomycin increases the sensitivity to aureomycin 
(Garrod, 1952). 


SYNERGISM AND ANTAGONISM BETWEEN CERTAIN 
ANTIBIOTICS 

Organisms react to antibiotics by developing resistant variants. ‘There is 
therefore a temptation to use each antibiotic while the organisms are still 
sensitive to it. This had led to the use of combined therapy in the belief that a 
combination of drugs such as streptomycin and FAS is more effective than 
each separately and may incidentally prevent the development of resistance. 
Results, of course, are the only justification for such a procedure. 

Theoretically che effect of a combination of drugs is additive. Synergism 
implies that the combination has a greater effect. Antagonism implies a 
lesser effect. The results of some of the possible combinations have been 
worked out by teams (Gunnison ef al., 1950a,b; Jawetz et al., 1951a,b, 
1952a,b; and Speck et al., 1951). ‘They found that the bactericidal drugs 
(penicillin, streptomycin, bacitracin and neomycin) when used in pairs are 
commonly synergistic, occasionally indifferent but never antagonistic. ‘Thus, 
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penicillin and streptomycin together cured a subacute bacterial endocarditis 
which had resisted either alone. The bacteriostatic drugs (aureomycin, 
chloramphenicol and oxytetracycline) when used together show only 
additive effects. he effect of a bactericidal drug with a bacteriostatic one 
depends upon the sensitivity of the organism to the bactericidal one. If the 
organism is sensitive, the two drugs are usually antagonistic; if resistant, the 
two drugs are usually synergistic. Thus, the sensitivity of the organism may 
determine whether the same two antibiotics used together will be synergistic 
or antagonistic. Penicillin-sensitive streptococci may tolerate penicillin in the 
presence of chloramphenicol but a penicillin-resistant Proteus may yield to 
the same combination. Similarly, staphylococcal endocarditis has been found 
to yield to streptomycin with oxytetracycline (Jawetz et al., 1951a) and to 
penicillin with aureomycin (Spies et al., 1951). ‘These paradoxical findings 
may explain the inefficacy of the combination of penicillin and aureomycin 
in pneumococcal meningitis (Lepper et al., 1951). It is probable that the 
bacteriostatic action of the aureomycin inhibits the metabolic processes of 
growth with which penicillin interferes (Brownlee, 1952). 

Combinations of antibiotics with sulphonamides are often highly success- 
ful—not so much due to synergism as to two successive complementary 
effects (Garrod, 1953). Thus, penicillin reduces the number of living 
bacteria to a level at which the sulphonamide can exert its full effect. 


MASKING OF CONCOMITANT INFECTION 
Penicillin successfully given for gonorrhoea may be in doses quite insufficient 
for dealing with syphilis contracted at the same time and may therefore mask 
it. This is less likely if streptomycin is used (Willcox, 1951) but streptomycin 
has the disadvantage that it may induce resistance. ‘To ensure that syphilis is 
not being missed, some clinics use penicillin in doses larger than required 
for the gonorrheea and all patients treated for gonorrheea should be followed 
up for at least three, if not six, months. Lake (1952), in a protest against the 
unthinking universal employment of antibiotics, has recently drawn attention 
to how they may mask signs and symptoms when they are used either for 
prophylaxis or treatment. For instance, after gastrectomy, sterile pus com- 
pletely unsuspected may accumulate under the diaphragm and can only be 
cleared by adequate drainage. Similarly, Lake cites how a general peritonitis 
following a ruptured appendix was hidden by penicillin and streptomycin 
and was revealed only after the antibiotics had been stopped. 


PERSISTENCE OF INFECTION 
In the treatment of enterica with chloramphenicol the clinical condition is 
usually markedly and rapidly improved, but the salmonellz are often obtain- 
able from the stools until the sixth week. Eventually they usually disappear 
and the final carrier rate does not appear to have been influenced by the 
introduction of chloramphenicol. The earlier the chloramphenicol is given 
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in the disease, the sooner is the infection eradicated. It has been suggested 
that the suppression of parasites such as salmonella by antibiotics may 
lessen the stimulus for the production of antibodies and so increase the risk 


of re-infection (Pratt and Dufrenoy, 1951). 


FHE LOCALIZING OF A TUBERCULOUS INFECTION 
The development of a tubercle at the site of injection of an antibiotic has 
been described by Ebrill and Elek (1946) and Hindenach (1946-7). ‘Tubercle 
bacilli may have been introduced accidentally along with the antibiotic but 
it seems more probable that the injection lowered the resistance of the 
tissues locally, to allow of a metastasis by bacilli carried by the blood from 
another site. ‘he spontaneous localizing of tubercle bacilli in the skin is not 
unknown, and Goudie (1952) demonstrated them in hamatomas resulting 


from falls. 


DISCUSSION 
The difficulties described in this review will not deter from the use of 
antibiotics, but their consideration should allow some of the dangers to be 
evaded, It must always be remembered that the aims of chemotherapy are, 
first, the choice of the drug most appropriate for the condition of the patient, 
and second, its use to accomplish the desired action without undesirable 


side-effects. In simple acute infections such as pneumococcal pneumonia 
the identification of the pathogen is usually straightforward. When the 
patient is gravely ill, the time lost for the isolation of the organism in pure 


culture may be disastrous and so the sensitivity is often tested in the primary 
culture by allowing the antibiotic to diffuse from the centre of the culture 
medium. ‘The size of the inhibiting zone is influenced by many factors, in- 
cluding the composition, reaction and depth of the medium, the numbers of 
the organism inoculated on to it and their rate of growth. In chronic diseases, 
especially bronchitis and bronchiectasis, the organism primarily responsible 
may not be revealed by orthodox bacteriological examination. May (1952), 
for instance, showed that the distribution of pneumococci in the sputum 
may be intermittent. ‘The use of antibiotics may therefore be less rational 
than in a simple acute condition, for failure to demonstrate pneumococci 
may influence the clinician to use the ‘broad spectrum’ antibiotics in pre- 
ference to penicillin and so expose the patient unnecessarily to the dangers 
associated with them. 

When there is a risk in administering an antibiotic it should be a reasonable 
one in relation to the danger were other treatment to be adopted. The 
natural variation of bacterial susceptibility, the development of bacterial 
resistance and the increase in numbers of resistant bacterial strains make the 
clinician dependent upon help from the laboratory. Both before and during 
treatment he must have prompt and reliable information as to the identity of 
the infecting organisms and their sensitivities to the various antibiotics. 
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Garrod (1953) has for long contended that laboratory experiments can pro- 
vide a reliable guide for the clinical use of antibacterial agents but the com- 
plexity of drug interactions may make such determinations in connexion with 


combined antibacterial action quite impracticable. ‘The demands of the 
clinician on the clinical pathologist are therefore likely to become in- 
creasingly exacting. For every new antibiotic introduced, fresh difficulties 
will arise—not only from the toxicity of the agent but from the response 


made to it by the bacteria in their fight for survival. 
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REVISION CORNER 
THE CHOICE OF OXYTOCIC DRUGS 


AN oxytocic drug means one which hastens parturition. Although they are seldom 
used to hasten delivery of the faetus, these drugs are of great importance in 
obstetric practice. Those chiefly used are posterior pituitary extract, and some of 
the alkaloids of ergot. Other substances such as quinine and the aestrogens have 
been used but their oxytocic properties are doubtful and the former may be 
dangerous to the feetus. 


POSTERIOR PITUITARY EXTRACT 
Posterior pituitary extract is measured in obstetric units, each international unit 


representing the activity of 0.5 mg. of the United States Pharmacopeia standard 
reference powder. It contains two active principles: an oxytocic factor which 
makes the uterus contract, and a vasopressor factor which raises the blood pressure 
and is also antidiuretic. These factors have been separated and marketed as 
oxytocin and vasopressin respectively. In practice, oxytocin contains a little vaso- 
pressin, and Vasopressin a little oxytocin, 

Pituitary extract has very little effect upon the intact pregnant uterus. In early 
pregnancy it causes contraction only if the uterus is aborting or if it is being 
emptied in the course of an operation for termination of pregnancy. Early in 
pregnancy the effect of vasopressin is probably greater and more constant than 
that of oxytocin. In the later months of pregnancy a relatively small dose of 
pituitary extract causes an increase in the force and frequency of the uterine 
contractions which are normal at this time, and the greater these are the greater 
is the response to the pituitary extract. At this stage oxytocin is more effective in 
stimulating the uterus than vasopressin. In labour the uterine response is greater 
still and again oxytocin is the more effective. In the early puerperium the response 
of the uterus is like that in labour but it ceases soon after the end of the first week. 

Pituitary extract has two principal dangers: uterine rupture and pituitary shock. 
The former can usually be avoided by restricting any single dose to 2 obstetric 
units when given in advanced pregnancy or during labour. Pituitary shock, which 
can be most alarming, is thought to be due to spasm of the coronary arteries. 
It seems most likely to occur if a second dose is given within half an hour of the 
first. It is less liable to occur if oxytocin is given rather than pituitary extract 

*Thymophysin’.— This proprietory preparation combines posterior pituitary and 
thymus gland extracts. It is claimed to have the therapeutic actions of pituitary 
extract without its dangers, but in practice its action is similar to that of posterior 
pituitary extract 


ERGOT 
Liquid extract of ergot, long used to produce sustained uterine contraction at the 
end of labour, has largely been superseded by ergometrine, the alkaloid to which 
it owed its reputation. In therapeutic doses ergometrine causes strong rhythmic 
uterine contractions three to four minutes after intramuscular injection (0.5 mg.), 
four to eight minutes after oral administration (0.5 mg.), and less than one minute 
after intravenous injection (0.25 mg.). In each case the action lasts for more than 
one hour and is very powerful. Methyl-ergometrine has a similar action, but is 
about twice as powerful and its action is sustained for considerably longer. The 
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alkaloids, ergotamine and ergotoxin, also cause uterine contraction, but as they 
take fifteen to forty-five minutes to act when given intramuscularly, they are 
unsuitable in the treatment of postpartum hamorrhage. (Incidentally, ergotamin« 
is the alkaloid of choice in the treatment of migraine.) Because of the possibility 
of gangrene, prolonged administration of ergot in any form should be avoided 


(ESTROGENS 
(Estrogens appear to have little effect upon the behaviour of uterine muscle. It was 
claimed that during pregnancy estrogen appeared in the urine only in conjugated 
form, whilst in labour it was found in considerable quantity in a free form. On the 
supposition that free aestrogen might sensitize the uterus to the action of posterior 


pituitary hormone it was not uncommon for cestrogens to be administered for 


induction of abortion in missed abortion, for induction of labour later in preg 
nancy, or for the treatment of uterine inertia in labour. It is now believed that this 
‘free’ aestrogen found in the urine of women in labour was an artefact, and that 


cestrogens are ineffective for these purposes. 


QUININE 
Quinine has been said to increase uterine contractions during labour but the 
evidence is equivocal. If it is oxytocic its action is uncertain. It has been widely 
used for induction of labour, but it may be harmful to the feetus and has largely 
been abandoned. 
ACETYLCHOLINE AND CARBACHOI 


These drugs are very doubtfully oxytocic. 


USE OF THE OXYTOCIC DRUGS 
Incomplete or inevitable abortion. —In order to arrest haemorrhage, or to stimulate 
the uterus to expel its contents, ergometrine, 0.5 mg. intramuscularly in single or 
repeated doses, is the best choice. Its long sustained action is helpful. In urgent 
cases 0.25 mg. may be given intravenously. 

Induction of labour.—Oxytocin, 2 obstetric units intramuscularly at hourly or 
half-hourly intervals for six doses or till pains start, whichever is the less, will 
possibly be followed by the onset of labour especially if the pregnancy is near to 
full term. The prolonged action of ergometrine would make it unsuitable. 

Uterine inertia.—(a) In the hypotonic type of inertia in the first stage of labour, 
in the absence of mechanical obstruction and after adequate sedation, oxytocin 
may be given as in the preceding paragraph. Some give the oxytocin by intra- 
venous drip, in a dilution of 1 in 5000 to 1 in 10,000 in § per cent. glucose saline 
solution, as it can be stopped at once if the contractions become too strong 
Ergometrine would again be dangerous becauve of its prolonged action 

(b) In the second stage of labour, in the absence of mechanical obstruction 
inertia may be treated by oxytocin, 2 obstetric units every 15 minutes for a 
maximum of 4 doses, with the application of forceps as soon as contractions 
begin. 

During abdominal hysterotomy or Cesarean section.-Oxytocin, 2 units, or ergo 
metrine, 0.5 mg., is often injected into the uterine muscle before it is incised 
This greatly reduces the blood loss. When a classical incision is used in Casarean 
section oxytocin is less suitable than ergometrine as the violence of the con- 
traction makes subsequent suturing more difficult. 
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For shortening the third stage of labour.—_-Of recent years, oxytocin or ergometrine 
has been given intravenously or intramuscularly with the birth of the anterior 
shoulder, with a view to shortening the third stage of labour and diminishing the 
blood loss. Published results are conflicting. My experience with ergometrine ts 
that the post-partum loss is reduced, the third stage is not appreciably shortened, 
and the incidence of manual removal of the placenta is increased. 

Post-partum haemorrhage. —Because of its sustained action, ergometrine intra- 
venously or intramuscularly is most useful in post-partum hamorrhage. If the 
placenta has not been delivered it should be given to arrest the haemorrhage while 
preparations are being made for manual removal or blood transfusion. In the 
occasional case of atonic fourth-stage haemorrhage which fails to respond to 
ergometrine, intravenous oxytocin will sometimes clamp the uterus down like a 
vice, 

Involution of the uterus.—In spite of the fact that it has been shown not to 
hasten puerperal uterine involution, ergot has been much given, mistakenly, with 
this object 

ANTHONY W. PuRDIE, M.B., F.R.F.P.S., F.R.C.O.G. 
Obstetrician and Gynecological Surgeon, North Middlesex Hospital, 
Edmonton. 


THE DIAGNOSIS OF INVOLUTIONAL MELANCHOLIA 


lure absolute diagnosis of involutional melancholia is made on the presentation of 
a syndromic pattern of mental illness occurring during the period of general de- 
cline in a predisposed personality. ‘The term should be reserved for that form of 
psychosis common in the psychiatric clinic and the consulting room, which is 
accompanied by physical and mental signs indicative of low vitality, at a time when 
the powers of resistance to mental and physical stresses consequent upon glandular 
and metabolic changes are more or less abruptly reduced. 


HISTORY 
It is a secondary psychiatric condition which occurs in females usually between 
the ages of 45 and 55, and in males five to ten years later. 

The necessity for careful history-taking and accurate assessment of personality 
as pre-requisites in diagnosis is well illustrated in cases showing the involutional 
syndrome. Here there is no history of a previous depressive attack as is found in 
the non-involutional melancholias, e.g., the manic-depressive psychoses, chronic 
alcoholics and schizophrenics. Climacteric accompaniments, previous severe ill 


nesses, conditions and nature of work, sleep and recreation act as exciting factors, 


whilst mental components are bereavement, financial loss, worry, domestic re 

sponsibility and strife. At this time certain morbid changes occur in the central 
core of the personality, which infolds upon itself, with increasing egoism and 
introspection so that some picture of the personal background and previous re- 
action to it must be constructed. It is a matter of clinical observation that many, if 
not all, of the subjects of this illness show a pre-morbid personality which betrays 
itself in sensitiveness and overconscientiousness with a proneness to work hard, 
to worry and to a scrupulous attention to fixed principles and duty. Persons who 
develop this illness have a rigid ethic and their morality is practical with littl 
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interest or ability in perfecting satisfactory sexual or social relationships. ‘They are 
often intolerant and have restricted fields of interest generally. 

There may be a predisposition in the form of mental or affective instability, and 
schizophrenia in particular is not infrequently found as a hereditary taint. ‘The 
full-blown illness is often apparently abrupt, but as a rule the onset of the con- 
dition is really gradual, arising out of an anxiety state which soon shows minor 
and major prodromal signs in varying admixture. 


SYMPTOMS 


Common minor prodromata are pressure feelings in the head, hot flushes, difficulty 
in thinking, vertigo and irritability, whilst major prodromata are fatigue, in- 
somnia, dysergia and lack of concentration when daily tasks become a burden. 
As the syndrome develops there is a feeling of weight in the abdomen, and im- 
pairment of digestion with constipation and anorexia, but these may be found quite 


early, and delusions may arise which at first are overcome by the patient’s own 
efforts and by argument and assurance. As the illness deepens the patient begins 
to look anxious, frightened and miserable and is sometimes agitated, with wringing 
of the hands, moaning and groaning. 

At first there is no intellectual impairment, but distressing and depressing 
thoughts begin to crowd in for a time until thinking becomes difficult and re- 
tardation becomes established. The mood is now depressed, whilst speech is slow 
and limited in some to stereotyped expressions of hopelessness and despair. Fears 
commonly expressed at this time are nihilistic and punitive. Behaviour becomes 
indeterminate or negative, and purposive activity may only be aroused by ideas 
of suicide, but inertia is seldom complete nor, on the other hand, is extreme rest- 
lessness a feature of the condition. 

Sexual desire decreases with alternating periods of libidinous excesses, especi- 
ally in men, resulting in impotence in men and total amenorrhea in women. 


PHYSICAL SIGNS 
Physically the skin is dry and sallow, and weight is rapidly lost through inattention 
to diet. ‘There may be transitory glycosuria, and vasomotor giddiness and cyanosis 
of the extremities are often present. When there is no anxiety the blood pressure 
falls but when it persists the blood pressure rises and the blood sugar curve is 
high, at least for a time. Cardiovascular changes are often associated with the 
general physical accompaniments of this involutional state. 


COURSE AND PROGNOSIS 
‘The course of the illness is usually prolonged and in the shortest cases six to nine 
months may pass before a satisfactory improvement can be seen, but recovery ts 
the rule and some improvement may be strikingly spontaneous with a minimum 
of treatment in many cases. In some there is a steady deterioration and in others 
chronicity is soon established in spite of drastic measures, whilst many cases re- 
tain one or two serious psychotic traits as a permanent legacy. 

A favourable prognosis depends upon the absence of severe hypochondriasis and 
nihilistic delusions, with no degradation of habits and few changes of the organic 
reaction type. Without an hereditary predisposition the prognosis is even more 
enhanced and the positive findings of a good affective response with anxiety, some 
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restlessness and a history which includes strong exciting factors add to the hope 


of a satisfactory recovery. 


DIFFERENTIAI 


DIAGNOSIS 


Clinically, involutional melancholia may be confused with quite a number of re- 
lated affections, the more important from a differential point of view being: recurrent 
melancholia, anxiety neurosis, manic/depressive psychosis, the paranoid reaction 
of Kraepelin, arteriosclerosis, senile and presenile psychosis, paranoia abortiva, 
chronic schizophrenia, alcoholic psychosis and toxic confusional states. 


Dwicut L. 


Moopy, L.R.C.P., L.R.C.S., D.P.M. 


Deputy Medical Superintendent, Springfield Hospital, Manchester. 


NOTES AND QUERIES 


Heparin in Coronary Thrombosis 
QUERY I had a r 
months ago, at the age of 44, from which I have 
During these six 

heparin § intra- 


myocardial infarction six 
made a satisfactory recovery 

months I have taking 
muscularly, and I should be grateful if you could 
let me have replies to the following questions 

(a) Is the intramuscular route satisfactory or, for 
this purpose, should heparin be given intra- 
venously? (b) What is the optimum dose? (c) 
Should heparin be given daily or is twice weekly 


been 


sufficient? 

Finally, in view of the current suggestion that 
atherosclerosis results from a disturbance of 
lipo-protein metabolism and/or excessive con- 
sumption of cholesterol, and that heparin can 
lesion in 


administer 


underlying biochemical 


justifiable to 


reverse the 
atherosclerosis, is it 
heparin regularly (its anticoagulant properties 
being here coincidental), along with a low- 
diet, to a who has had a 


infarction as a result of coronary 


cholesterol patient 
myocardial 
disease? 

REPLY I do not consider that in general a 
patient who has had one coronary attack should 
thereafter be taking ambulant anticoagulant 
treatment. If such treatment were decided upon 
for special reasons, the preparation of choice 
would not be heparin but ‘dindevan’ (Evans) 
This is not only the safest but much the cheapest 
of the preparations that hinder coagulation by 
impairing prothrombin production in the liver 
treatment should be 
started by taking one tablet (so mg.) 
daily. On the morning of the third day 
thrombin estimation should be made, and the 
dosage adjusted, with the aim of doubling the 
as compared to a control 
During the 


In a case such as this, 
twice 


a pro- 


prothrombin time 
(prothrombin index 
first week or two the 


50 per cent.) 
estimation should be re- 


peated every other day, but with the passage of 
time, and if the patient is found to be a stable 
reactor, weekly or fortnightly estimations would 
suffice 

If, for any 
made to use heparin, the replies to the questions 
asked would be as follows:—(a) The intra- 
muscular route is satisfactory and preferable. (b) 
It is usual to start with 12,500 units every twelve 
hours, but coagulation times should be done to 
make sure that an effective dose is being given 
(c) Most agree that twice-weekly 
intramuscular injections of heparin are not 


special reason, a decision were 


observers 


effective in preventing coronary disorders 

The subject of the relation of lipoid and 
cholesterol metabolism to atheroma is in the 
melting pot at the present time, and even more 
so the possibility of influencing the production 
of atheroma by heparin. As soon as a claim is 
made in one direction it is discounted by newer 
work. My that there are good 
grounds for restricting dairy products and other 
foods rich in fat and cholesterol, but personally 
I would not feel justified in advising daily 
heparin injections as prophylaxis or with the 


own view 15 


aim of halting or reversing atheroma 
K. Suirtey SMITH, M.D., F.R.C.P 


Painful Tongue 
I have a male patient, aged 24, ¥vho is 
tendency to 


(QUERY 
inclined to be neurotic: e.g., a 
stammer, and to dysuria or urgency of mic- 
turition in certain social circumstances. For two 
years he has complained of a minute unilateral 
area at the junction of the middle and anterior 
thirds of the tongue, which is the site of a sensa- 
tion of soreness or of slightly painful scratching. 
Originally it was worse in the morning, clearing 
up in the afternoon and recurring later in the 
evening, but recently it tends to become more 
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found on 
acquits his 


constant. There is nothing to be 
examination. The dentist 
taken a 


clinical 
teeth. He has 
without benefit. 

I would be 
possible diagnosis and line of treatment 


course of vitamin B, 


grateful for advice as to the 


Repiy.—It is reasonably certain that there is 
no organic disease causing this man’s symptoms 
if after two years there is no visible lesion on the 
tongue ; moreover, the symptoms do not suggest 
any known condition. It is important to dis- 
cover, first, if the patient has a fear of any par- 
ticular illness: for instance, he may have an idea 
he has cancer of the tongue but dare not ask 
about it. If any such specific idea can be elicited, 
vigorous reassurance may dispel the fear and 
the symptoms along with it. No pharmaceutical 
treatment either local or general should be given 
because it is important to convince the patient 
that nothing is wrong tongue. He 
should be asked not to inspect his tongue or to 
touch or fidget with the affected place, for such 


be provoking the symptoms. 


with his 


behaviour may 
Strong and 


employed and it might help to find out if there 


confident reassurance must be 
are any domestic or other worries which could 
be helped by some common-sense advice 


RICHARD ASHER, M.D., I 


Facial Eczema in Infants 

QUERY My son, a baby aged 19 months, has 
had infantile two 
months. He was normal at birth and was breast 
fed. The eczema first appeared on the face (the 
nose was not involved), and then spread all over 


eczema since the age of 


the body, involving especially the scalp: it was 
oozing with serum intractably 
When he was seven months old, breast milk 
proved to be insufficient, and supplementary 
bottle feeding was instituted. ‘The local derma- 
tologist prescribed different anti-allergic drugs, 
subacetate oxide 
without then I 

the following ointment, but 


and itching 


with lead lotion and zinc 


ointment, but Since 


success 
have used only 
whenever | stop it the lesions reappear in the 
face: 


Ol of cade 1g 

Boric acid 4e 

Resorcin ig 

Lassar'’s peste to 100 g 
One month ago he developed hay fever, with 
sneezing and nasal itching. I have been unable 
to find any special diet which either increases 


He 1s 


general mixed diet of vegetables, fruit, milk and 


or decreases the condition. now on a 


leban (sour milk) 

Will you please let me know what is your 
opinion concerning prognosis, treatment and the 
bearing of hereditary factors? I have eczema of 
ear, wife has hay fever 


the external and my 


PRACTITIONER 


My brother has a child who developed infantile 
eczema all over the body during the first month 
of life; he is now eight months old and still has 


remissions. This child lives in our house 


This is obviously a case of simple facial 
with 


Repy. 
eczema which is not as often associated 
familial allergic disease as is the case with the 
flexural type. Nevertheless, it is probable that 
many cases of infantile eczema are due to in 
herited hypersensitivity of the skin, though the 
hypersensitivity is rarely sufficiently specific to 


merit the term ‘allergy’. Usually one need not 
be faddy about diet but 
introduced very gradually and the reaction of 
the little patient General treatment 
consists in giving one of the antihistamine drugs 
of which the ‘elixir of benadryl’ is perhaps the 
most useful in the case of infants. If this does 
not relieve irritation and permit of undisturbed 
chloral should be 


new foods should be 


observ ed. 


sleep, syrup of given in 
adequate doses 

It is important to control symptoms and to 
Infants with eczema may 
and, if the 


is better to use a non 


diminish irritability. 
be bathed 
lesions are infected, it 


daily in normal saline 


irritating dye, such as solution of proflavine; if 
the skin is moist, this may be followed by a 
soluble tar 
powder, or calamine lotion, or a thin film of 
‘siccolam’ (B.D.H.). Gnly if the skin becomes 
dry and tends to crack, especially on the flexural 
to use greases and then 


dusting powder, such as ether 


surfaces, is it desirable 
a preparation consisting ot equal parts of tar 
oxide and yellow oxide of mercury 
paste is The skin should be 
conditioned by reasonable exposure to air and t 
sky shine as this will toughen it and make it les 


paste, zinc 


often effective 


reactive, and if the parents can maintain a quiet 


control of the little patient, the 


unemotional 
should be 


con 


very good and the 


prognosis 
dition might disappear within a few months 
Naturally, if eczema is the manifestation of a 


skin any contact with mild 


hypersensitive 


irritants or any emotional disturbance will 


produce a temporary relapse, which will usually 
respond to treatment on the above mentioned 
lines. 

R. 'T’. BRAIN 


M.D., 


Tuberculin in Pulmonary 
Tuberculosis 

(QUERY 
current 


What is the 


tuberculin 


(from a reader tn India) 
opinion in England of the 


treatment of pulmonary tuberculosis? Some 
American workers advocate it, and a tuberculosis 
like myself attached to a T.B. Clinic 1 
it because of the cheapness of 


that the 


officer 
tempted to use 
treatment. The 
injection induces both local and focal reaction 


rationale ts said to be 
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which lead to antibody formation. Is this claim 
justified? On account of its low cost tuberculin 
treatment would be particularly suitable to the 


conditions prevailing in India 


REPLY 
generally as a 


luberculin has never been accepted 
method of 


pulmonary tuberculosis in England 


treatment of 
Even at the 


routine 
time when it was being used most widely, there 
was a great divergence of views on the theoretical 
basis of its use in treatment, on the techniques of 
and on the results to be ex 
advent of effective 


administration, 
With the 


treatment, 


pected methods of 


collapse 


therapy and, later, 
hardly 
physicians in the 


A few 


combined 


such as 


antibacterial drugs, tuberculin ts con 


sidered by most English 
therapeutics of pulmonary tuberculosis 
on the 


ition 


are making some obser, 


use of tuberculin with effective antibacterial 
drugs, but this is a complex problem on which 
no final statement will be possible for some time 
The statement that the 
jection may induce both local and focal reactions 


A general febrile re 


to come tuberculin in 


is, Of course, quite true 


action may also follow an imcautious dose, and 


the reactions can, on occasion, be alarming and 


Whether or not 


Is 4 matter of contro 


even dangerous uch reactions 
lead to antibody formation 
versy. Perhaps the best answer to anyone in 
doubt about the general efficacy of tuberculin 1s 
provided by a comparison of the attitudes of 
intibacterial treat 
Today, than 


tuberculin is 


informed physicians toward 
ment and towards tuberculin more 


sixty years after its mtroduction, 


used by few physicians, and the results obtained 
are a matter for controver On the other hand, 
intibacterial agents, of which the first came into 
more than five or six years 


methods of 


vener il use not ago, 


ire accepted universalls use have 


been the subject of scientifically controlled in 


vestigation and are generally agreed, and no one 


doubts ther efficacy 


J]. G. Scappinc, 


ACTH and Migraine 


(Jt FRY 


aged 376, who 


and 


I have a patient, femal 
I 


has severe migraine Full investigation 


treatment have resulted in little ement 
All the other cases of 
responded to treatment 


ACTH 

help such cases. Is this so 
REPLY The use of ACTH in the 
migraine, particularly migraine of long 
ated. Apart trom 


impro 


migraine in my practic 


have but not this one 


I have heard that ind or histamine can 


treatment ot 
tanding 
would appear to be contraindi 
ible 


the risk of undesirable side-effect nv po 


benefit would cease with the end of a course of 


being like ly to occur 
with thi 


treatment and, the disease 


for many years, treatment ubstance 


AND 


QUERIES 


Sone 
his 


tamine desensitization, but in my « xperience this 


would therefore he quite irrational 


success has been reported from so-called 


form of treatment has been without any benefit 
whatever. The patient in question might perhaps 
benefit by a restricted fluid and low-salt diet and 


the regular administration of small doses of 


caffeine citrate, if this has not already been tried 


Davip KENDALL, D.M., M.R.C.P 


Treatment of Anaemia in 


Rheumatoid Arthritis 
Notes’ for 


is made on the 


(QUERY In ‘Preseriber’s July 
Vol. 1. No. 6 


liver im conditions 


195i, 
comment use of 
macrocyvt 


belief I 


other than 


anzwmia, and its use is decried: a was 


taught as a student 


Am | wasting my time then in giving countless 


liver myjections week after week, month after 


month, and in some cases year after year, to my 


patients at the request of the hospital's rheu 


matism clinic, either to improve or maintain the 


blood picture 


REPLY 


constant 


Anamuia of greater or lesser degree ts 
feature of the 
arthritis. It is of a 


phases of rheu 


active 


matoid normocytic hypo 


chromic type and there 1s no justification for the 


use of liver preparations in its treatment. In 


cell 


practice 


view of the low mean hemoglobin con 


centration it 1s to prescribe 
but 


to absorb 


common 


oral iron although there 1s no evidence of a 


failure iron, response is usually dis 


Better results have followed the use 
route and 


atlable It 1 


1 arthritis 1 


appointing 


of iron by the intravenou reliable 


preparations are now av clear 


however, that anamia m rheumaton 
a symptom of the disease and its rational treat 


Ik 


ment must ultimately depend on measure 


aimed at controlling the activity of the disease 


J. J. R. Dovuie, Ma 


Prominent Ears in Children 

With 
concerning prominent eat 
f The Practitioner (p 
to the most 
bed I have 
who ha very 
so tar had 
he ilth ! 


tors 


(QUERY reference to the answer to the 
in children, in 


682). I 


quer 
the Jun number 
would be most grateful for advice a 


suitable tume for the operation de ! 
month 
prominent bat « if ind who ha 


Although 


feel that 


a patient aged = five 
imeost 
now 


hould 


stormy passage her 


better | her past hi 


much 


contraindicate any operation at 


bach 


alterna 


Reriy best me tor 
prominent ear ecwht or nine vears, or 


that a 


tively, pust b 
child 
much too young 


Sik Ancuipatp McInpor, cna 


fore vkward period when the 


goes to school. Five months ts, of course 
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PRACTICAL NOTES 


The Dangers of Talcum Powder 

IN order to ‘re-emphasize the hazard of the 
continued and probably (in many cases) careless 
use of talc, particularly now that a satisfactory 
starch powder substitute is readily available’, 
Neil Johnson (Australian and New Zealand 
Journal of Surgery, August 1953, 23, 1) has re- 
viewed the relevant literature and added some 
further data of his own. Chemically, tale con- 
sists mainly of hydrated magnesium silicate 
The lesions which can be produced by talc 
include delayed wound healing or persistent 
sinus formation immediately following opei- 
ation, or granuloma formation at a later date 
When introduced into the peritoneal cavity it may 
produce multiple plaques (almost invariably mis- 
taken for carcinomatosis or tuberculosis) or 
adhesions which may cause intestinal obstruc- 
tion. In women it may produce chronic in- 
flammatory reaction in and around the Fallopian 
tubes. As an indication of the frequency of these 
lesions, an American report is quoted, in which 
33 cases were found in 2000 consecutive ex- 
aminations of routine surgical specimens. ‘The 
author describes four new cases of talc granu- 
loma: (1) A woman of 38 in whom hysterectomy 
was performed for carcinoma of the cervix 
Three months later a talc granuloma appeared 
in the abdominal which originally 
diagnosed as a carcinomatous nodule. (1i) A 
man of 19, in whom a neurofibroma in the fore- 


scar was 


arm was excised. Six months later a tale granu- 
loma appeared in the scar, which was at first 
diagnosed as a _ recurrent neurofibroma or 
fibrosarcoma. (itt) A man of 38, in whom a cyst 
in the neck was excised. When a talc granuloma 
appeared a diagnosis of recurrence of the cyst 
was made. (iv) A man of 33, in whom a tale 
granuloma developed six years after appendicec- 
tomy. Experimental evidence is produced which 
shows that the introduction of starch powder 
into wounds caused no interference with the 
usual healing of the wound 

The author sums up as follows 
only one answer to the problem of tale con- 


“There is 
tamination and that is obvious—never use talc 
as a glove powder when performing any surgical 
operation Even vigorous rubbing with water 
will not remove all the talc from the outside of 
gloves. Moreover, the probability of a glove 
puncture during the operation is high The 
finger of a glove may contain 1-2 mg. of talc 
readily distributed in the 


and this can be 


wound’ 
Carob Flour in Infantile Diarrhea 
IN the opinion of de la Broquerie Fortier and 


his colleagues (Canadian Medical Association 


3, 68, 557), ‘carob flour is 
unexcelled by any other pectin basic medica- 
tion’ in the treatment of diarrhceal conditions in 
infants. This conclusion is based upon their 
experience with 253 infants, 75 per cent. of 
whom were aged six months or less, with 
diarrhera, treated with carob flour during 
1950-52. Carob flour contains 45 to 60 per cent. 
soluble carbohydrate fructose and 
sucrose), 0.1 to 1 per cent. fat, 3 to 5.5 per cent. 
protein, 22 to 25 per cent. lignin, and 1.5 per 
cent. pectin. The preparation used in this in- 
vestigation was a proprietary one containing 
roasted carob flour and starch, the principal 
constituents of which are: 45 per cent. soluble 
carbohydrate, 13.5 per cent. starch, 1.5 per cent. 
fat, 4.5 per cent. protein, 21 per cent. lignin, 
and 1.5 per cent. pectin. This was given alone 
as a § per cent. gruel in rice water containing 1 
to 1.3 g. saccharin for the first twelve to thirty- 
six hours of treatment. Subsequently it was 
gradually replaced by buttermilk until on the 
sixth to eighth day buttermilk alone was being 
given. Normal stools were obtained in less than 
twelve hours in 35 infants, in twelve to twenty- 
four hours in 87, in two and a half days in 68, 
and in three days in 30 cases. The mortality 
rate in the entire series was just over 9 per cent 
(23 cases). Eleven of these deaths occurred dur- 
ing treatment; the remainder occurred sub- 
sequently and could not be attributed directly to 
e.g., typhoid fever, 


Journal, June 1953 


(mostly 


the diarrheeal condition 
bronchopneumonia, mastoiditis 


The Prevention of Rheumatic 
Fever 

IN a report from the Children’s Heart Hospital, 
Philadelphia, Ella Roberts (American Journal of 


Diseases of Children, June 1953, 85, 643) 
analyses the incidence of recurrences of rheu- 
matic fever in 603 children, aged 3 to 15 years, 
admitted to the hospital between September 
1940 and July 1952, and who, during their stay 
in hospital, were given either sulphonamides or 
penicillin orally as a prophylactic measure. The 
time during these children were in 
hospital, and given such treatment, ranged from 
three months to two years. Originally, sulphanil 
amide was used, but latterly sulphamerazine, 
or equal parts of sulphamerazine and sulpha- 
0.5 g. daily for children 
weighing less than 75 Ib., and 1 g. daily for 
those weighing over 75 Ib. Penicillin was given 
as crystalline penicillin G in a palatable liquid 
form, 100,000 daily. In all, sor 
children were given sulphonamides, but in 34 
cases treatment had to be stopped because ef 


which 


diazine was given 


units twice 
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toxic reactions. Among the remaining 467 cases, 
there were only two who experienced recurrences 
of rheumatic fever while they were in hospital 
and receiving sulphonamides. Among the 102 
children given penicillin there were no recur- 
rences of rheumatic fever and no toxic reactions 
The only controls which there are to this study 
are: (a) a group of 44 control cases in the early 
days of sulphonamide who 
received placebos and among whom there were 


administration, 


nine recurrences of rheumatic fever; (b) among 
the 154 children observed during the two-year 
period preceding the institution of prophylactic 
sulphonamide, there were 38 recurrences. It is 
concluded that ‘the continuous use of sulphon- 
amides does indeed prevent the recurrence of 
rheumatic activity, but that oral penicillin, 
which appears to be equally effective, has an 
important advantage—it appear to 
cause toxic reactions’. 


does not 


Muscle Relaxants in 
Ophthalmology 


Accorpbinc to L. P. Agarwal (British Journal of 
Ophthalmology, September 1953, 37, 558), ‘the 
muscle relaxation, allaying of apprehension, and 
limitation of ocular movements caused by the 
curare-like drugs enable them to be used with 
safety in cataract extraction without vitreous 
prolapse’. This conclusion is based upon a com- 
parison chloride, dimethyl 
tubocurarine iodide, and gallamine triethiodide 
Dosage was 


of d-tubocurarine 


in 75 unselected cases of cataract 
calculated on the following basis 

1 mg. d-tubocurarine chloride 

1 mg. dimethy! tubocurarine iodide 
16 mg. gallamine triethiodide 

Dosage was found to vary from 20 to 70 units, 
20 units of curare, or 


7 units 
21 units 
21 units 


administered as follows 
its equivalent, given in one minute, then 10 
units every half minute till paresis began to 
‘The administration was continued tll 
The drug 
topical or local 


appear 
the desired effect was 
should be given intravenously; 
The author's routine 


obtained’ 


use is not recommended 
preparation 
grain (60 mg.) at bedtime the night before and 
hour before atropine, 1/100 
grain (0.6 mg.), half-an-hour before operation; 


consisted of: phenobarbitone, 1 


one operation ; 
topical anesthesia by amethocaine four times 
every five minutes. The curare, or its equivalent 
was then given. Dimethyl tubocurarine iodide 
was found to be the safest of the three pre- 
parations used. 


The Dangers of Procaine Amide 

IN recording three fatalities, due to ventricular 
arrest or fibrillation, induced by procaine amide 
in patients who received the drug intravenously 


NOTES 


for paroxysmal ventricular tachycardia, M. A 
Epstein (American Heart Journal, June 1953, 
45, 8938) recommends that ‘procaine amide 
should never be given intravenously without 
clear-cut clinical and electrocardiographic in- 
dications. The single most important indication 
is failure of a serious arrhythmia to respond to 
oral quinidine or procaine amide’. If given 
intravenously it should be diluted with saline 
and should not be given at rates exceeding so 
mg. per minute. ‘Unusually great care should be 
used in giving this drug to patients with coronary 
disease. Intravenous procaine amide is probably 
contraindicated in septal infarction, in bundle 
branch block, and in the presence of any sub- 
stantial amount of auriculoventricular block 
Prophylactic administration of procaine amide 
during operation on patients with cardiac lesions 
should be done very cautiously and the patient 
followed with blood and a 
continuous electrocardiogram’ 


closely pressures 


Trypsin as an Expectorant 

SATISFACTORY results from the use of 
inhalations as an expectorant are reported by 
L. Unger and A. H. Unger (Journal of the 
American Medical Association, July 18, 
152, 1109). The 75,000 
dissolved in 1.5 ml. of Sorensen’s phosphate 
buffer solution, followed by 100,000 units in 
2 ml., and then 125,000 units in 2.5 or 3 ml 
The inhalations are given every day or two, and 
each is preceded by 0.25 ml. of a 1:1000 solution 
of adrenaline 0.75 
soluble antihistaminic ‘histadyl’ or 
‘benadryl’. The ‘mask’ method of aerosolization 
is used, and usually fifteen to twenty minutes 
are required to nebulize 2.5 ml 
flow rate of 4 to 6 litres of oxygen per minute 


trypsin 


1953, 


initial dose is units 


combined with ml. of a 


such as 


when using a 


If this rate is exceeded the aerosol is liable to 
produce hoarseness, and care must be taken to 
prevent escape of the aerosol around the mask; 
otherwise it may cause soreness of the face, lips 
or eyes. The results are reported of the use of 
this aerosol in 73 patients, the total number of 
administrations ranging from one to eight per 
patient. ‘Excellent’ results were obtained in 14 
of the 19 patients with bronchiectasis, four of 
the five patients with acute atelectasis, and 
seven of the 11 with bronchial asthma with in- 
fectious bronchitis or pneumonitis, but the 
results were disappointing in patients with 
chronic bronchial asthma, only five out of 31 
patients having an ‘excellent’ result. The major 
toxic reaction was transient hoarseness which 
occurred in 14 cases, but the incidence of this 
was much decreased by slower administration 
of a more diluted solution, and by the preceding 
administration of adrenaline and a soluble anti- 
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histaminic. It is pointed out that aerosol trypsin 


inhalations are not a cure they merely provide 


The 


treatment in 


temporary relief authors ‘strongly recom 


mend’ such bronchiectasis, acute 
asthma complicated 
Attention 1s 


trypsin in 


atelectasis, and bronchial 
bronchitis or 


the 


with pneumonitis 


also drawn to value of aerosol 


halations in patients with bulbar poliomyelitis 


who have had a tracheotomy 


Sebum in Health and Seborrhaic 
Dermatitis 


A COMPARISON of the sebum in health and in 


seborrhaic dermatitis in adults has been made 
by I. S. Hodgson-Jones et al. (British Journal 
of Dermatology, 1953, 6s, 
Normally, there differences im 
the amount of fat present in different parts of 
the skin. The highest level is found on the fore- 
head, followed by the back 
the arms and legs are much less greasy 
the fact that it is the 
are affected in 


July-August 246) 


are considerable 


axilla ; 
Atten- 


more 


chest, and 
drawn to 
that 
The 


acids 


tion 1s 


greasy areas seborrharic 
main constituents of sebum are 
half of 


saturated), combined fatty acids (as glycerides, 


dermatitis 


free fatty (about which are un 


waxes and other esters) and unsaponifiable 


matter, of which about 15 per cent. is squalene 


In seborrharic dermatitis it was found that the 


quantity of sebum was within normal limits, 


but there were certain qualitative differences 
‘The iodine number (a measure of the degree of 
the fat as a the 


squalene content were lowered, the cholesterol 


unsaturation of whole) and 


content was raised, and the acid number (a 


measure of the amount of free fatty acid present) 
The 
results suggest a derangement of the metabolism 
rather 


was normal authors conclude that ‘these 


ot sebum as a whole, than an excess or 


deficiency of any one component. It is not 


possible , at present, to say whether these changes 
play a causative part, or whether they are the 
result of a disordered metabolism caused by the 


disease y 


Nitrogen Mustard in Acute Dis- 
seminated Lupus Erythematosus 


‘Tne effects of nitregzen mustard and triethylene 
melamine have been studied in five cases of 
acute disseminated lupus erythematosus by R. J 
Rohn and W H Bond { 
Vedical Sciences, August 1953, 
initial dose of 


kg body 


allowed 


Imerican Journal of the 
226, 179). The 

Was mg 
were 


this 


nitrogen mustard 0.01 


per weight. Two to four days 


then to elapse before repeating 


dose, ‘following the patient with repeated daily 
complete counts which included quantitation of 


blood 


body 


reticulocytes and cire ulating platelets’ 


A total dosage ot $} mg. per kg we ight 


rITIONER 


was never exceeded in any one course of treat 


ment. Improvement was noted within twenty 
four to forty-emht hours of starting treatment 


The 


wtrwoiis 


total dosage of triethylene melamine was 


mg. orally, given mw daily doses of 2 t 


5 mg. Of the tive patients, three showed re 


missions varying in duration from six to 217 


The 


follows It is 


the 
that 
benefit in 


days authors sum up position as 


our impression nitrogen 


mustard has some therapeutic acute 


disseminated lupus erythematosus; although 


wood results do not seem to be as consistent or 
as prolonge d as those seen following AC TH and 
those whom 


cortisone therapy. In patients in 


complicating infections, psychoses, mtolerance 
of, or refractoriness to, corticosteroids interdict 
trial of 


the employment of these drugs, a 


nitrogen mustard would seem to be indicated’ 
Venstruation in Tuberculosis 


DETAILS were col 
lected by G 


ber 1953, 34, 2- 


who were 


concerning menstruation 
R. Wadsworth (Tubercle, 
9) from 18 women aged 18 to 41 


Septem 


years, undergoing treatment in 
hospital for active pulmonary tuberculosis. All 
were confined to bed, but 12 were allowed up for 
toilet purposes. The mean duration of menstrual 
flow was 3.9 days (-+-0.268). This ts less than 
that generally reported for normal individuals 
In all except one case the loss of blood seemed 
flow, gradually 
The 


to be greatest at the onset of 


becoming less as menstruation progressed 
) 


mean menstrual interval was 30.7 days (-+ 2 


which is similar to that reported for normal 


women. All the patients complained of symptoms 
immediately preceding, or at the onset of men 
struation, but in only three cases were these 


severe. This, again, is comparable to the position 
with normal women, and the author comments 
it is of interest to note that prolonged bed rest 


did not reduce this incidence’ 


Dental Precision 
Hlow long does the extraction of a tooth under 
nitrous anaesthesia take? An unusual method of 
timing is recorded by G. Richards Smith and 
\. H. Roberts (British Dental Journal, Septem 
ber 1, 1953, 95, simple 
straightforward’ 
given through a 
On 
scientific training, looked at his watch and said 
He had apparently 


115). The case was a 


removal of 4 under nitrous 


oxide nosepiece and without 


oxygen recovery, the patient, a man ot 
that was a very good time” 
set his stop-watch going at the last moment of 
immediately on 


think 


the case interesting as an illustration of what the 


consciousness and stopped it 


recovery. ‘Time 26 seconds’. The authors 
mind can do when under disciplinary control 
and also of the time (with luck) actually neces 


ary for a simple extraction’ 
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Clinical Endocrinology. By A. W. SPENcE, 
M.D., F.R.c.P. London: Cassell & Co. 
Ltd., 1953. Pp. xiii and 696. Figures 59. 
Price 50s. 

IN spite of the ever-increasing number of books 

on the disorders of the endocrine glands, the 

change in this 
medicine is so rapid that it is impossible for any 


rate of important branch of 
author to get his book published so quickly that 
it can be an review. Dr 
Spence and his publishers, however, have suc 
ceeded in bringing out a book that is certainly 


up to date enough to serve the needs of those 


up-to-the-minute 


exacting members of the profession for whom it 
is primarily These general 
physicians and those specialists, such as derma- 
tologists, ophthalmologists and rheumatologists, 
who now, due largely to the introduction of 
ACTH and cortisone as therapeutic measures, 
have a keen 
Spence is admirably equipped to achieve this 


intended include 


interest im endocrinology. Dr 
as he is a general physician as well as an endo- 
crinologist, and has brought a wide experience 
and a critical outlook to his task 

All aspects of endocrinology, with the ex- 
ception of diabetes mellitus, have been included, 
and the 
organs of reproduction is characteristic of the 
practical and helpful approach that is found 
throughout the whole book. A useful feature is 
that when a special test is mentioned a detailed 
description of how it should be carried out is 


section on disorders of the female 


given. This, of course, does not include details 
of biochemical technique. ‘The book is beauti 
fully produced and laid out. The references have 
been chosen either because they are the original 
ones or because they are valuable monographs 
or reviews and thus provide a good starting 
point for further search of the literature. The 
black and both well 
chosen and reproduced and add considerably to 
the value of the text, but the two coloured plates 


white illustrations are 


are not of sufficiently good quality to be really 
helpful 
This is a book that many will enjoy and wish 


to possess 


Physical Examination of the Surgical 
Patient. By J. ENGLEBERT DUNPHY, M.D., 
F.A.C.S., and THOMAS W. BoTSFORD, M.D., 
F.A.C.S. Philadelphia and London: W. B. 
Saunders Company, 1953. Pp. xiv and 
326. Figures 188. Price 37s. 6d. 

Dr. ENGLEBERT DuNnpny has the reputation of 

being one of the best clinical teachers in North 

America, and this textbook, 

laboration with Dr. Thomas Botsford 


written in col- 


will ene 


A product of the Peter 
Harvard Medical 


and concise 


hance that reputation 
Bent Brigham Hospital of 
School, it describes in 

terms the technique of examining a surgical 


4 lear 


patient using only one’s own senses and a few 
It teaches bedside and consulting 
room methods. Readers of this book are unlikely 
to make the mistake of ordering costly and time 


simple aids 


consuming investigations before they have com 
pleted a clinical examination 

\ reviewer's duty, particularly of the first 
edition of a textbook, should include suggestions 
to the authors for the modification of subsequent 
a female child with 
congenital hypertrophic pyloric stenosis; about 
8o per cent. of such patients are male. On page 
173 the statement is made that a palpable thrill 
arterial aneurysm 


editions. Figure g1 is of 


is present in an and on 
auscultation a systolic murmur is heard. In fact 
a palpable thrill is present in only a small pro- 
portion of arterial aneurysms and a systolic 
murmur is heard tn less than 50 per cent 
This is a very good book. It should be read 
by all those students and practitioners who value 
the common-sense practical approach to clinical 
medicine. It is highly recommended 
Inomalies of the Heart 
and Great Vessels. By Maurice A, 
SCHNITKER, M.D., F.A.C.P. New York 
and London: Oxford University Press, 
1953. Pp. xxii and 306, Illustrations 19. 
Price 16s. 
‘Tuts valuable book has been written to meet the 


‘ongenital 


needs of the practising physician who may re 
quire a comprehensive summary of the newer 
acquisitions in congenital heart disease in all its 
aspects. The work 1s not an analysis of his own 


considerable personal but it is 


obvious that the author has a wide knowledge 


experience 


of, and a great interest in his subject. The book 
is well planned and not repetitive. A short intro- 
duction is followed by a clear exposition of the 
broad outlines of the embryology and mor 
phology of the heart, with special emphasis on 
those stages of development from which‘abnor- 
There are further references to 


individual 


malities stem 
embryology under the lesions 
Chapters are devoted to etiology, incidence and 
associated phenomena. The well-known clinical 
classification of Abbott is adhered 
various lesions are discussed from the point of 
view of pathology, clinical features, 
methods of investigation, course, prognosis and 
treatment. A full bibliography is given at the 
end of every chapter, which is of the greatest 


to the The illustrations are 


to and the 


special 


assistance reader 
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few but purposive and display those abnor- 
malities with which the average physician would 
not be well acquainted, namely, the embryology 
and the recently emphasized vascular rings. It 
is perhaps to be regretted that such a useful 
book has so few illustrations 

Dr. Schnitker has succeeded in his purpose 
and is to be congratulated upon a lucid and 
informative book which is an asset to the litera- 
ture of the subject 


Modern Trends in Diagnostic Radiology 
(Second Series). Epirep sy Jj. W. 
McLARrEN, M.R.C.P., F.F.R., D.M.R.E. Lon- 
don: Butterworth & Co. (Publishers) 
Ltd., 1953. Pp. xi and 413. Figures 359. 
Price 70s. 

“Tne Modern ‘Trends Series’ satisfies a need as 

it covers the gap between the textbook, which 

is chiefly for the student, and the so-called 

‘year-book’, which is a collection of abstracts 

Although the book is meant for the practising 

radiologist, presenting him with the latest ad- 

vances and ideas and the newest technique, 
there is much which will also interest specialists 
in other branches. The editor has chosen his 
subjects and his team of contributors well. The 
writers are men of international reputation, 
many coming from Scandinavia 

Of the twenty-four chapters, it is difficult to 
single out any for special consideration. Of the 
two articles which appear in both the first and 
second series, that on the medico-legal aspect, 
about which it is increasingly necessary to know, 
has been brought up to date, and the section on 
has been expanded and 
vertebral angio- 


cerebral angiography 
includes the latest work on 
graphy. Neuroradiology is admirably dealt with 
by a formidable team. Two subjects which have 
neglected in this 
and soft 


been somewhat 
country—pulmonary fungoid disease 
tissue radiology—are included. Emphasis must 
naturally be placed on the injection of contrast 
media into various regions and organs of the 
body, and most areas come under survey. The 
more highly specialized techniques, such as 
thoracic and lumbar aortography, and angio- 
cardiography, are out, angiocardio- 
graphy being distussed frora the point of view of 
the evaluation of cardiac dynamics, which is a 
helpful approach. The tendency to consider 
more seriously the dose of radiation to the 
patient during examination is another point of 
For this reason 


possibly 


well set 


importance to all medical men 
many will welcome the possibility of simul- 
taneous multisection radiography, which may 
cut the exposure to the patient considerably 
There are ample illustrations, good in quality 
and well chosen to demonstrate clearly the 
points required, though some in the section on 
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cerebral angiography could have been bigger 
This book should be in radiologist’s 
library. The contributors and the editor are to 
be congratulated on producing an excellent and 
helpful volume 


every 


Inhalation Therapy and Resuscitation. By 
MEYER SAKLAD, M.D. Springfield, Illinois : 
Charles C Thomas; Oxford: Blackwell 
Scientific Publications, 1953. Pp. 343. 
Figures 110. Price 545. 

Tuts is number 156 of the American lecture 

series. It does not provide information which 

cannot be found elsewhere but it does collect 
in one volume all aspects of resuscitation and 
treatment by inhaled gases. The earlier chapters 
deal fully with the physiology and pathology of 
oxygen lack. In a later chapter apparatus is 
clearly described and illustrated. Some of the 
masks shown are not used in England and the 

BLB mask in fig. 50 is of a now obsolete type 

Seven manual methods of artificial respiration 

are described in detail and it seems a pity to 

burden the reader with the inefficient ones which 
could now well be omitted altogether. The tech- 
nique and rules of giving oxygen under positive 
pressure are very ably discussed. The biblio- 
graphy contains 402 references. The chief value 
of this book is that it blends theory and practice 
in one volume and for this reason alone will be 
a valuable addition to the physician's library 


Psychotic and Neurotic Illnesses in Twins. 
By ELioT SLATER, M.D., F.R.C.P., D.P.M., 
with the assistance of JAMES SHIELDs, 
B.A. (Special Report Medical 
Research Council, No. 278). London 
H.M. Stationery Office, 1953. Pp. 385. 
Price 21s. 

Tue réle of inheritance in psychiatric illness is 

peculiarly liable to be taken for granted, often 

in a fatalistic and uncritical way. The study of 
twin pairs, especially uniovular twin pairs, of 
which one member is known to have such an 
illness, would clearly throw much light upon the 

relative importance of nature and nurture if a 

satisfactory comparison could be made of the 

biographies of the twins and the clinical features 
of their illnesses if both were affected 

Dr. Slater’s report centres around such an 
investigation. It deals with 295 patients and 
their twins and is a model of what a substantial 

clinical research should be; it was begun in 1936 

The form of presentation of the material is 

attractive in that the summary and conclusions 

appear as early in the book as p. 84, having been 
preceded by an adequate account of previous 
relevant researches and of the methods used in 
the present investigation The conclusions are 


Series, 
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stated in concise and unequivocal form and they 
Following this sec- 
detailed 
the 
reader ts 


encouraging reading 
than 200 
the e 


make 


tlon come more pages of 


idence on which 
conclusions are founded—so that the 
left in no doubt about the quality of the twinning 
and the nature of the clinical material studied in 


Although the main research plan and 


clinical records 


each pair 
its conclusions are presented in an easily read- 
able form, this book should be studied in detail 
at leisure by all who are interested in the in- 
heritance of mental illness and, one might add, 
by any who aspire to undertake research 
observations on groups of patients in the clinical 
field. It undoubtedly take its 
place the monographs of 


clinical research in genetics and psychiatry 


psychiatric will 


among classical 


Psycho-Analysis and Child Psychiatry. By 
Epwarp GLOoverR, M.D. London: Imago 
Publishing Co. Ltd., 1953. Pp. 42. 
Price 6s. 

MALADJUSTMENT 

subject of study at the moment and classification 


in children is very much the 
of disorders arising from such maladjustment 
the In this booklet a 
psycho-analyst attempts a 


He 


(a) disturbance 


has defeated experts 
Freudian 
classification which ts 
Child Guidance problems into 
of function and development, and (b) symptom 
formation resembling the psycho-pathological 
states observed in adults. Group (a) is divided 
into inhibitions or 
fixations and precocious advances 

into psycho-neurotic, pre-psychotic 
chotic. Dr. Glover writes trenchantly, as usual, 


senior 


quite new divides 


recreations, 
Group (b) 
and psy- 


exagyerations, 


and castigates his colleagues for lack of validation 
of their work and for making assumptions which 
do not conform to Freud's original principles. 
There are signs of greater flexibility in his 
outlook, however, and he seems to be moving 
towards a more central position in the Freudian 


controversy. 


William Cheselden. By Sir ZACHARY Copr, 
M.D., M.S., F.-R.C.S. Edinburgh: E. & S. 
Livingstone Ltd., 1953. Pp. viii and 112. 
Figures 24. Price 20s 

Tuts is an elaboration of 


the author's Vicary 


Lecture delivered before the Royal College of 
The son of a Leicestershire 
the 


Zachary 


Surgeons in 1952 
farmer, Cheselden 
standing lithotomist of the day, but Sir 
rightly skill as 
teacher and the leading part he played in the 
separation of the barbers and surgeons in 1745. 
Although St 
him as one of her most famous sons, Cheselden 
lithotomist at 


achieved fame as out- 


stresses his an anatomist and 


Thomas's Hospital justly claims 


was also St. George's hospital 


ssi 
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Westminster Infirmary and at the early 
hospital 


and the 
age of 49 he resigned from all these 
appointments to become resident surgeon at the 
Royal Hospital, Chelsea of the in 
lite for 
factory explanation—why at the peak of his pro 
fessional had established 
international reputation and was drawing pupils 
all should suddenly 


resigned 


This ts one 


cidents 1n his which there ts no satis- 


career when he an 
the world, he 
from all his 
take up the relatively 
Chelsea. One of the 


and interests 


trom over 


have senior hospital 


appointments to un 


important lesser 
known of 
important part he took in the 
building of the old Putney (Fulham) bridge 
His friendship with Pope is well known, evoking 
as it did the famous quatrain in the ‘Imitation of 


post at 


his activities is the 


planning and 


Horace’ 

Weak though | am of limb and short of sight 

Far fron: a lynx and not a giant quite 
I'll do what Mead and Cheselden advise 

lo keep these limbs and preserve these eyes 
This is a worthy tribute from one famous 
surgeon to another, and is particularly to be 
commended for the painstaking care which has 
been taken in elucidating some of the hitherto 


obscure facts about Cheselden 


The New Way to Better He aring. By 
Victor L. Brown, mM.p. London: Faber 
and Faber Ltd., 1953. Pp. xu and 252. 
Figures 16. Plates 14. Price 12s. 6d. 

‘THe idea behind this book ts a sound enough 

one, for it is undoubtedly true that in many deat 

persons with residual hearing the hearing can be 
improved to some extent by so-called hearing re- 
education or acoustic training, by forcing the 
ear to listen to words spoken into it, day by day, 
so that in time some at least are recognized. 

But where Dr. Browd New York 

otologist of repute) is wrong is in insisting that 

his system is the only one of any value, and that 
training with it 


(who is a 


a hearing-aid and auditory 


discarded in favour of his own 


To support 


should be 


method of ‘hearing re-education’. 
this claim he cites a number of successful cases, 
the 


tantastic 


details of which can only be described as 


The Healing Arts and their Future. By 
KENNETH WALKER, M.B., F.R.C.S. Lon- 
don: Frederick Muller Ltd., 
Pp. 222. Price 12s. 6d. 

Written for laymen, this book describes com 

with clarity the 


1953. 


prehensively and admirable 


achievements of medicine. Especially note- 


worthy is the account of modern ideas concern- 
ing the body-mind relation in the causation of 
disease. While taking an optimistic view of the 
medical the author em- 


future of progress, 
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phasizes the truth that this progress must result 
in changes in the character of disease and not in 
a diminution of its incidence. He ends with 
sobering reflections on the new world-problems 
thus critical of the National 
Health Service and predicts a decline in the 


status of the general practitioner 


created. He is 


NEW EDITIONS 
Diseases of Women, by Ten Teachers, under the 
direction of Frederick W. Roques, M.b., 
M.CHIR., F.R.C.S., F.R.C.0.G., ninth’ edition 
(Edward Arnold & Co., 28s.). For thirty-four 
years this has been one of the most popular 
students’ textbooks of gynxcology. The latest 
edition has been prepared under the direction of 
Mr. Frederick Roques with Mr. John Beatti 
and Mr. A. J. Wrigley as co-editors. From their 
earliest days, Ten Teachers’ Gynaxcology and 
its companion on Midwifery have been critic- 
ized for their lack of dogmatism. This has be- 
come a tradition with little 
without effect upon the students for whom the 
books written who, after 
generation, have continued to read them. This 


foundation and 


were generation 


point has been carefully watched by the new 
editors and the present edition ts clear, dogmatx 
and readable. The chapters on the physiology of 
the reproductive system are excellent although 
the student may be encouraged to take a some- 
what optimistic view of the value of hormones 


in gynxcological practice. Pruritus vulve and 
vaginal discharges are dealt with in a manner 
which is simple, clear and in keeping with what 
a student sees in an out-patient clinic. Similarly, 
the classification of ovarian tumours coincides 
with reality rather than with academic theory 
This is the best edition that has been pro- 
duced and there is no doubt that Ten Teachers’ 
Gynecology will maintain its popularity. 
Textbook of Histology, by J. F. Nonidez, v.s: 
and W. F. Windle, pu.p., sc.p. Second edition 
(McGraw-Hill Publishing Co. Ltd., 76s.) 
This book is intended for beginners. As such its 
approach to the subject is a good one. First, the 
authors aim at brevity and 
presenting succinctly only the basic facts that 
the medical,student must acquire. That the book 
runs to 528 pages is a grim reminder of the 
heavy burden of factual knowledge laid upon 
the student today. Nevertheless the impres- 
sion gained in reading the book is of a clean 
presentation of essentials which should make the 
student feel that his time is not being wasted 
At times the refusal to enter into controversial 
matter may irritate; the bald statement, for 
instance, that ‘lymphocytes and monocytes are 
related to each other’, without further 


conciseness; at 


dis- 
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cussion of the nature of the relationship, will 
not satisfy the more thoughtful student. How- 
ever, a short list of well selected references to 
comprehensive monographs and review articles 
at the end of each chapter will help the rare bird 
whose spirit ot inquiry ts strong enough to take 
him to the library. The presentation of struc- 
tural fact non 
repellent to the student (no mean feat). In this 


second edition Professor Windle has attempted 


should thus prove at least 


to arouse a more positive interest by emphasizing 
the functional significance of structure; a most 
desirable approach, on the whole successfully 
applied. Again the more thoughtful student may 
wish that the author’s regard for brevity had 
been less stringent. It is a pity, for instance, that 
mitochondria are described, the 
their 


when the 
fascinating story of enzymatic ac- 
tivities is not told in some detail. If it were, it 


might help the student both to believe in their 


new 


existence (which he rarely does) and to ap- 


preciate more vividly the basic facts of cell 
metabolism 

The 
micrographs, are good within the limits of black 
short, textbook 


to the average 


illustrations, predominantly photo- 
this is a 


needs of the 


and white. In 
admirably 
medical studer.t 


su'ted 


Medical Gordon, M.B., 


cu.s., R 
PH.D., LL.B 


Jurisprudence, by | 
Turner, M.B., Cu.B., D.P.H., and T. W 
Third edition (E. & S 
This is a good book 


Price, 
Livingstone Ltd., 75s.) 
this edition is an 
predecessors. The matter is clearly set out in 
simple language but with complete clarity. ‘To 
work is of 


and improvement on its 


some extent, the less value in this 
country because the law 
made is South African and is based upon a 
different system. But this fact does no more than 
make the book bigger than it need be for the 
English reader. The pathology ts good and up 
to date; many old shibboleths that have existed 
far too long in successive textbooks are thrown 
The treatment of toxi 


to which reference ts 


away or discredited 


cology is essentially practical and adequate 
accounts are given of the many new poisons and 
dangerous drugs that are now commonly met 
Whilst it is perhaps hardly the book for the 
student with English examinations ahead of him, 
it would be a worthy addition to the library. of 
the housemen in any hospital; to read it enables 
some matters that 


understand easily 


seemed abstruse in earlier days 


one to 





The contents of the December number, which will contain 
a symposium on ‘Winter Ailments’, will be found on 
page Ixvi at the end of the advertisement section 





Notes and Preparations, see page 5%) 
Fifty Years Ago, see page so 
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BUILDING RED BLOOD GELLS 





reaewih of CONVALESCENCE 


PERIHEMIN®* represents the greatest step forward yet 

made in the treatment of common anaemia, by means of a 

single form of medication. Already acknowledged 

the haematinic of choice in many hospitals in America, it 

is now being prescribed by physicians in the United 

Kingdom as a major therapeutic aid in the 
iron-deficient and many megaloblastic anaemias 


PERIHEMIN combines the principal known haemopoietic 
substances in a well-balanced formula, and is pre 
sented in capsule form, providing maximum toleration 

and optimal dosage for the patient 


~Perihe 


Iron - - Folic Acid - Stomach - 
FORMULA Liver sii n 


Each capsule contains Ferrous 

Sulphate Exsiccated, 192.0 mg 

Vitamin B 10 micrograms Bottles of 100 and 1000 capsules 
FOLVITE Folic Acid 0.85 mg 
Ascorbic Acid (C), 50.0 mg., 
Powdered Stomach, 100.0 mg 
Insoluble Liver Fraction, 350.0 mg 
7 Ma * 


Literature on request 


BUSH HOUSE, ALDWYCH, LONDON. W.C.2 TEMple Bar 5411 
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Graph showing percentages of 
average age of onset of meno- 
pause, drawn from figures 
compiled by the Council of 
Medical Women's Federation 
in England 


YEARS 40 45 50 55 


Why MIXOGEN is prescribed 
for menopausal symptoms 


Because it is now established that :— 


Ped combined male and female hormone treatment is the 


most effective in this condition 


es the correct balance of the two hormones is essential 
both for efficacy and economy — determined by exten- 


sive clinical trial in the U.K. and unique to Mixogen 


@ both the hormones in Mixogen are completely effective 
when swallowed—thus maximum, immediate relief is 
given in the simplest and most convenient way 


Dosage : Initially |-2 tablets daily, reducing when possible 


‘@) Packs: Perspex tubes of 25 tablets and bottles of /00, 
250 and 500 Literature on request 


36mg. Methylicestosterone 
0:0044myz Ethinyloestradio 
ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
Telephone : TEMple Bar 6785-6-7, 0251-2. Telegrams : Menformon, Rand, London 
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NEW PREPARATIONS the preparation of intrathecal injectio 


ix piper « hvdrate in ible un boxe ot. ampouls (The 


rand el 
flavoured s\ mad t laimed Compan, Biochemical Ltd Speke 


more effect | pool i¢ 


Asthma Inha 
Britain, packed 
lhe compositior 

1.2 per cent 

per cent 4 
Thur nitrate 


Sc per cent 


ied in boxe ‘ 
Rou el ] iboratori 
London, N.W.1 CHRISTMAS GIFTS FUND APPEAI 
Lorp Werne-lounson, the President ‘ 


hall be most grateful 1 vou will 


PENBENEMID ! benemid 

probenicid ) ) mvi j ’ nvl benzon r 

your columns tor me to appeal fo 

the il Medical Benevol 
stribute Christma 

of the Fund. | hope that 


' 
profession will contribute toware thi 


wid) and us mde; treatment of in 
fections due to pen Ih tive organisms 
shen a high plasma concentration of penicillin 


desired Issued in tablet each contamimng 


units of crystalline potassium penicillin 

and 0.25 g benemid probe micid, in vials of 

None t appreciated by doctors and their dependant 
erts 


help at Christmas time, for it is enormou 


(Sharp & Dohme Ltd., Hoddesdon 
who have fallen on hard times. The fact that 
they are remembered by their mor ortun 

PRODEXI® combine the rapid antacid activity . ered is nore fortunate 


lleague nves th r ipient ‘ ritt 
of glyeme with the prolonged buffering actien = . mre . ecipien at git evel 


» freshly formed aluminium hvdroxide gel vreater ple asure than the gitts themselve 


"1 which however provid tri omtort or 
It is claamed that ‘one tablet will release a steady ; ee 7. Oo , 


y of weactiveted ant ufficient to keep the mall luxuries for which they have been longing 
Donations and subscriptions should be s« 
the Secretary, The Roval Medical Bene, 
Fund, 1 Balhol House, Manor Fields, Putney 
London S.W.ts, and marked ‘Christma 


witt 


tomach at a “‘safe’’ pH for up to two hours 
vithout appreciably affecting normal peptic 
action’. Issued in tablets, each cont ining 0.92 Z 
dihydroxy aluminium amunoacetate (a com 
ound of glycine and aluminium hydroxide) 
ind o.1 g. light magnesium carbonate, in packets NAPT CHRISTMAS SEALS 

of 30 or 240. (4 I Bencard L.td Minerva MHe 1053 NAPT Christmas Seal is a colodrful 
Road London, N W 


. 4 design of the horn of plenty showering Christ 


ma gitt in tormer vears, each eal al 
Resonium A’, sodium polystvrene sulphonate 


a potassium-removing resin ‘vhich ts indicated 

the treatment of ‘hyperkalemia associated 
with severe oliguria and anuria, and chron 
uremia with high serum potassium’. Its use ts 
confined to hospitals ‘where there are adequate 
means for laboratory control Issued in 1-lb 
containers. (Bayer Products Ltd., Africa House 
Kingsw Ay, London, W.C 2 

bears the double-barred Red Cro the inter 
PHARMACEUTICAL NOTES national symbol of the fight against tuberculosis 

Tae Disticcers Company (BrocHemicats) This year one hundred million seals are being 
Lirp., announces the availability of a new issued. Supplies of seals, in sheets of 100 for 45 
pack of streptomycin sulphate streptomycin and Christmas cards in two designs at 6s. per 
DC(B)L’, 0.1 gramme vhich ts mtended for dozen (including envelopes) can be obtained 
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Portland, Chairman, 


North, 


from the Duchess of 
NAPT, 
W.C.1.) 
LONDON MEDICAL EXHIBITION 
Tue London Medical Exhibition will take place 
this year at the New Hall of the Royal Horticul- 
tural Society, Greycoat Street, London, S.W.1, 
from November 16 to 20, The ex 
hibition will be open each day from 11.00 a.m 


‘Tavistock House London, 


inclusive 


to 6.30 p.m. The official opening ceremony will 
be performed by Lord Horder, G.C.V.O., at 


11.30 a.m 


LECTURES 

THe Harben Lectures this year will be de- 
livered by Sir Henry Dale, O.M., F.R.S., in 
the Lecture Hall of the Royal Institute of Public 
Health and Portland Place, 
London, W.1, at 5 p.m. on December 7, 8, and 
9. The subject of the 
and Prospects in Medicinal ‘Treatment’ 


THE HARBEN 


Hygiene, 28 


lectures will be ‘Changes 


FILM NEWS 
Gastrectomy mith Jejunal Replacement (16 mm., 
This 
film, produced and directed by Stanley Scho 
field of Schofield Ltd., 
with the professional assistance of Mr. F. A 
Henley, F.R.C.S., 
for peptic ulcer, in which a partial gastrectomy 


colour, sound; running time 22 minutes) 


Stanley Productions 


demonstrates the operation 
is performed and the duodenum is extended 
remnant through the 


Available free on 
Bethnal Green 


back to meet the gastric 
jejunal graft 


Hanburys Ltd . 


medium of a 
(Allen & 


London, E.2.) 


Marro colour, sound: 
running time 33 minutes) has been produced by 
LC... Ltd . 
Pathology Departrnent, ‘The Radcliffe Infirmary, 
Ov ford (L.C.1 Film 
M.31, Imperial Chemical 


Loneon, 5.W.1.) 


Puncture (16 mm., 


in collaboration with the staff of the 


catalogue no 


Millbank, 


Library 
House 


mim., colour, 


‘Nalorphine’ (‘lethidrone’) (16 
sound; running time 10 minutes) has been pro 


duced by the Wellcome 
tion with The Wellcome 


Film Unit in collabora 
Research Laboratories, 
nalorphine’ (N 
to morphine 
and other drugs with a similar action. Available 
free on loan. (Burroughs Wellcome & Co. 183 
Euston Road, London, N.W.1.) 


and describes the acthon of 


allylnormorphine) as an antidote 


Meéduale’ Prize, of the value of 
awarded annually for 
film 
r subsidized nor produced by a 
The latest date for sub 


Award is March 8, 


‘La Pre Sse 
100,000 French frances, is 
the best 


w“ hi h Is 


new wumateur 16 mm medical 


neit! 
laboratory or firm 


mitting films for the 1954 
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1954. Further details can be obtained from La 
Presse Médwale, 120 Boul. Saint-Germain, 
Paris Vle.) 


SCHOLARSHIPS AND PRIZES 
Tue Sir Charles Hastings Clinical Prize, con 
sisting of a certificate and so guineas, and the 
Charles Oliver Hawthorne Clincal Prize, con 
sisting of a certificate and 40 guineas, are 
for the 
submitted by general prac 


awarded annually best and second best 
essay, respectively, 
titioners, based upon personal observation and 
experience collected by the candidate in general 
Any British Medical 
Association who ts engaged in general practice ts 
full details 
may be had on application to the 
Secretary of the B.M.A., B.M.A 
Tavistock Square, London, W.C.1. | 

be submitted not later than December 31, 
THe National 
‘Tuberculosis 
Scholarships tor doctors and medical 
Exchange Scholar shif tor 


practice member of the 
eligible to compete for these prize 
of which 
House, 
says must 
1987 
ention of 
Hunter 


Association for the Prey 


announces that tour 


students, 


and two Canadian 
The closing 
March iI, 


on applica 


North, 


doctors, will be awarded im 1954 


date for applications 1 
1954. Full details may be 
tion to NAPT, 


Tavistock Square, 


receiving 
obtained 
lavistock House 


London, W.C.1 


BOARD OF REGISTRATION OF 
MEDICAL AUXILIARIES 
IN the annual report of the council for 1952-53 
that the council 
Vheatre 


body in 


it 1s reported approved the 


Association of Operating lechnicians 


recognized qualifying medical 


work. A register of operating theatre 


as a 
auxiliary 
technicians is to be prepared and published in 


due course. Approval in principle was also given 
to the Institute of Technicians in Venereology 
as being eligible for recognition, but final re 
cognition is postponed until the council ts satis 
fied that its curriculum and examinations are in 
(The Board of Registration 
Auxiharies, B.M.A. House, Tavi 


London, W.C.1.) 


effective operation 
of Medical 


stock square, 


A DOCTORS’ ORCHESTRA 


Ucko writes: ‘In various countries the 


Dr. Hl 
MUSIC 
formed orchestras and it is intended to follow 
Apart from the 


loving members of the profession have 


their example in London 


social and musical experience tor those member: 
of the 


ments, such an orchestra may acquire high pro 


profession who play orchestral imstru 


ficiency, be most useful for social functions of 


the profession and for charitable events and im 
this way fulfil an important task’. He asks 
doctors, dentists 


the se 


medical and dental student 
and members of their families who are interested 


CONTINUED ON PAGE 586 








Ose? 
erramycin 


Obstetrics 


and 


Gynecology 


In obstetrical and gynecological infections, 


the particular value of Terramycin lies in 
its efficacy against the variety of wtiologi- 'NOBECATIONS 
: 7s ; . Mastitis 

cal agents involved. Oral administration — 9  yayinitis and Cervicitis 
causes rapidly attained blood serum and 3. Urinary Tract Infections 
. Post-partum and 


urinary therapeutic concentrations of post-abortal infections 

ah : ’ . Surgical prophylaxis in 

Perramycin. 
. gynwcology and obstetrics 


. Other gynwcological infec- 
tions due to Terramycin- 


sensitive organisms. 


Terramycin can now be used for all suitable conditions 
in Hospitals in Great Britain, and a complete range of 


oral, intravenous and topical dosage forms is available. 


Pfizer 


Full literature is available and will be supplied on request 


PFIZER LTD FOLKESTONE + KENT 


“GRAM FOR GRAM TERRAMYCIN Is UNEXCELLED AMONG BROAD-SPECTRUM ANTIBIOTICS 
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in this venture, and who play orchestral in 
struments or otherwise wish to help’ to write to 
him, giving particulars of their experience, at 14 


I pper V impole Street, London, W.1 


SWISS ENTERPRISI 

has been shown 
newspaper, Médecine et 
fortnightly, it 


Most commendabk 
by the medical 
Hygiene. Normally 


brought out a special daily supplement during 


enterprise 
Swiss 


published 


the five days of the 8th International Congress 
of Rheumatism which met in Geneva in August 
These supplements not only recorded the pro 
ceedings of the congress, but also contaimed 
with the leading 
Nesterov, the head of the 


illustrated 


interviews visitors, meluding 


Professor Soviet 


delegation. Laberally with photo 
graphs of the meetings and cartcatures of some 
of the prominent members, these daily supple 
ments are a notable tribute to the energy and 
foresight of the veteran editor of the journal, Dr 
Léon Weber-Bauler. The 
the congress have been published and can be 


Veédecine 


Creneva, 


Reports presented to 


5 Swiss francs, trom 


obtaine d, price 2 


et Ilygiene, 15 B 


ce bs Philosophe ‘, 


Switzerland 


HALL RECI 
CENTRI 
Pink Spofforth Hall Recuperative Centre, 
Harrogate, is the first 
Elizabeth Fry Memorial Trust 
Society of 


SPOFFORTH PERATIVI 
which 


is situated near project 
imitiated by the 
of the 


mothers who are failing to provide a 


Friends. It ts intended for 
atistactory 


The S¢ 


majority 


famihes 
The 


are mothers who ‘have simply failed to cope with 


home for themselves and their 


families fall into two categories 


problems and difficulties which are too great for 


them’ and the break-up of the family seems 


imminent. In the second category are families 


whose failure to master their problems has 


already led to criminal ne glect of the children 
The principles 


Spofforth Hall are that ‘the family groups must 


governing the methods at 
be preserved; new habits must be acquired as 


their value 1s demonstrated im practice and not 


by a theoretical presentation often beyond the 
understanding cf the mother who needs help 
And the physical results of too frequent preg 
nancies, undernourishment and anxiety must be 
treated at the same time’ 

The first annual 
November 
and March 1953, fifteen families passed through 
four 


report shows that between 


1952, when the centre was opened, 


it, staying for periods of four weeks to 
They came from different parts of the 
Yorkshire, Norfolk, Wor- 
(The Elizabeth Fry 


Beverley House, Shipton 


months 
country, including 


cestershire and London 
Memorial ‘Trust, 


Road ‘ ork.) 
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A NEW 3-D FILM 
ACCORDING to The 


OPTICAIT 


Economist, 


HAZARD 
‘the re-use of 
coloured spectacles in plastic frames, given out 
to patrons of cinema houses showing 3-D films, 
Board of 
‘almost epidemi 

The board 


sterilise the 


has been banned by the Chicago 
Health, which reported an 
increase in eye infections in the city 
that the 


spectacles before 


said methods used to 


them were i 


3-D 


spectac les 


issuing again 


effective ; the 14 theatres showing films 


must now use disposable with 


cardboard frames’ 


PUBLICATIONS 
Years of Medicine, by Lord Horder 
M.D., F.R.C.P., 1s an expanded versior 
Royal 
Hygiene last 


Fifty 
GA. Sides . 
of the Harben Lectures delivered at the 

Public Health 
Written in the characteristically crisy 
which the 


Institute of and 


December 
and reminiscing style author can use 
so effective ly, these lectures present a tascinat 


ing picture of one of the most momentou 


eras in medicine. Lord Horder is a ‘bonny 


fighter’ and never pulls his punches. Yet withal 
and in spite of the strong views he holds on so 
subjects, such as eugenics 


National Health Service, he 


many controversial 
euthanasia, and the 
never loses his sense of proportion and pay 
This ts a 
s of the 


Ltd 


honour where honour ts due book 
which will appeal to all sections and age 
‘Gerald Duckworth & Co 


profession 


price §s.) 
The Faber Medical Dictionary, 
Cecil Wakeley, B1 PROCS 


only for the 


edited by Su 
intended, not 
dental and 


medical nursing pro 


fessions, but also for ‘the laity who are working 
in the Health Service and require a dictionary to 
briefly the and varied medical 


eyplain many 


and surgical terms’. As such it will subserve a 
The 
accurate, and many readers will appreciate the 
devoted to the Greek 
One though po 


minor one, is. the 


useful function definitions are concise and 


care that has been and 


Latin derivations criticism, 


number of 


used 


sibly a large 


eponyms, many of which are seldom 
even Edinburgh graduates 
Wilkie’s (Faber 


price 45s.) 


Hlow many doctors 
have ever heard of 
Faber Ltd., 


Dietetic Tables, 
M.R.C.P.. 


artery 
and 


Walker, 


general 


compiled by G I 


M.D., will prove useful to the 


practitioner as a simple method of ordering 


special diets for his patients. They are published 
in the form of a chart which, when completed by 
the doctor, can be handed to the patient. (Johr 


Wright & Sons Ltd., 
The British Encyclopedia of 
Pharmacopaia, edited by G. E. Hesketh, M.p 

This The 


British Encyclopaedia of Medical Practice’ cor 


price 1s. 3d.) 


Vedical Practice 


volume of the second edition of 


CONTINUED ON PAGE 588 
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Resentment 
and 
Hostility 


The importance ©. the emotional background in the aetiology of peptic 
ulcer is widely recognised. Further confirmation is provided by the 
increase of gastric acidity shown to follow certain emotional disturbances 


suc) as those involving resentment and hostility. 


Protection of the ulcer from the corrosive action of gastric juice is an 
essential condition of successful healing entirely fulfilled by * Aludrox’ 


Amphoteric Gel. 


*Aludrox’ buffers gastric acid to a pH of 3.5 to 4.0, at which level 
healing may proceed and the risk of alkalosis ts avoided. Normal 
digestion is unimpaired and, in addition, *Aludrox’ provides the 
physical protection of a gel barrier over the surface of the ulcer, thus 
ensuring a safer environment for the reparative processes. 


‘ALUDROX’ 


rade Mark 


(ape) 


John Wyeth & Brother Limited, Clifton House, Fuston Road, London, N.Wd 
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THE 


sists of a comprehensive list of the more im- 
portant proprietary preparations 
with their constituents and indications 
has 
manufacturers. ‘The work should prove a useful 


(Butterworth & 


now in use, 
Most of 
the information been supplied by the 
guide for the man in practice 

Co. (Publishers) Ld., price 65s.) 


World Medical Periodicals, which 
compiled by Mr. L. T. Morton 
guidance of a committee jointly sponsored by 
the United Nations Educational, Scientific and 
Cultural Organization, and the World Health 
Organization; 1s a comprehensive guide to the 
It contains 4000 entries, which include 
the titles of all current medical journals which 


has been 


under the 


subject 


have been traced, all medico-biological period- 
icals regularly surveyed by certain abstracting 


agencies, and well-known medical journals 


which ceased publication during the period 


1900-50. ‘Titles of 
pharmacy, odontology, and veterinary medicine 


periodicals devoted to 


are included. A useful feature is a list of journals 


classified according to subject, and another 
classifying them under the country of publica- 
tion. (H.M. Stationery Office, price 12s. 6d.) 
Human Parasites and Parasitic Diseases, by K. D 
M.D.—-This book 
diagnosis and treatment in a 


fashion It is 


Chatterjee, ranges over the 


fields of pathology 


practical and thorough well 
printed on good paper, and the excellent illustra- 
tions——-328 in number, including 82 in colour 


will make many rough places plain for the 
learner. ‘To aim at producing such a volume on 
so elaborate a scale was an ambitious project, 
but in this instance vaulting ambition, far from 
having overleaped itself, has cleared the present 
ing obstacles with skill and with credit to all 


concerned. (Calcutta, price 130s.) 


New Concepts of 
Gindes, M.D 


Hypnosis, by Bernard C 


Hypnosis, ‘a scientific telescope 
that can penetrate the deepest crevices of the 
to the un 


mind’, is described as ‘a short-cut 


conscious’, Hypno-anaiysis, Dr. Gindes be 


lieves, can shorten psychotherapy. The validity 
of Freudian psychopathology is accepted in 
toto 


method, which ts far too time-consuming 


Freud's 
Why 


and without comment, but not 


not use this short cut to the noxious ‘cause 


Surely this is common sense. Here we have the 
pith of the new concepts. But hypno-analysis 
is not new. J. A. Hadfield coined this term more 
than thirty years ago and pointed out the value 
and limitations of this method. The objections 
to hypnosis raised by Freud and others are not 


Nor this 


enthusiastic and uncritical book to the types of 


mentioned is there any reference in 


disability which do not respond to hypnosis 


If only hypnosis were a panacea, how simple 


PRAC 


TITIONER 


psychiatric treatment would be! But, alas, the 
age of the panacea is not yet. (George Allen 


& Unwin Ltd., price 153s.) 

OFFICIAL PUBLICATIONS 
Report of the Mimstry of Health. Part 1, 
covers the year ended December 31, 
with the National Health 


welfare, food and drugs, and civil defence 


which 
1952 
deals Service, and 
Most 
of the information has already been published in 
separate reports, but it is convenient to have it 
collated in one volume. Net expenditure falling 
on the Health Service Vote (England and Wales 
for the March 31, 1952, 
was { 348,457,732, a saving of {6,682,268 on the 


/ 


financial year ended 
estimates. Payments made by patients to dentists 
and opticians of the charges for dentures and 
glasses, which came into operation in May 1951, 
amounted to just over {4,000,000 In 1951-52. It 
s reported that about {35,000,000 has been 
spent on hospital capital development since the 
inauguration of the National Health Service. At 
the end of 1952 there were 63 mass radiography 


had 


these, 3.3 in 


units in civilian and they examined 


10,654,554 
thousand had an active 


use, 
individuals: of every 


The 


patients re 


tuberculous lesion 


number of x-ray examinations of 


ferred by general practitioners rose from 665,000 


in 1951 to 741,000 in 1952. The comment is 


made that ‘where the service ts available it is 


certainly not abused and the demand has been 


less than that anticipated’. A total of 216,773,000 
prescriptions was dispensed by pharmacists 
during the year, compared with 227,693,920 in 
1951. During the year, 1,623 alleged breaches by 
practitioners of their terms of service were con 
sidered by service committees and reported to 
the Minister by executive councils. In 714 cases 
taken; in 312 


to the 


no action 


letter 


was cases a warning 


was sent practitioner; in the re 
mainder action was recommended, including the 
sum of 


Stationery Ofhice 


OFFICIAI 


Pharmaceutical Services 


withholding of a 


(H.M 


money in 401 Cases 
, price §s.) 
NOTICI 

Reagents For the 
(9) (1) of part I of the first 
National Health 
(General Medical and Pharmaceutical Services 


1948, the Minister of Health 1s now 


purpose of para 
schedule to the Service 
Regulations, 


to regard the following diagnostx 
Dick 
Schick test 
Mantoux tes 


Practitioners 


prepared 


agents as drugs test; protein sensitiza 


tion test solutions tuberculin tests 


Ke ch test t, pate h test diagnost 


jelly who prescribe for their 


patients will accordingly be able to administer 


these reagents to patients and claim from the 


executive council the cost of the 
The 


ordered on form E.4 


preparations as 


supphed preparations should not be 
10 for supply by a chemist 


to an individual patient 
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Where combined actin Succeeds 


From apparent detvat, many a contest is won by combined 
action Phe joint administration of penicillin and the sulphon 
amides frequently establishes successful therapy, when the oral 
administration of the antibiotic or chemotherapeutic agent 
alone has been ineffective 

Sulpenin, containing penicillin, sulphadiazine and su!pha 
merazine in balanced dosage ts a convenient means of applying 
combined therapy in the treatment of many infections due to 
susceptible micro-organisms. By utilising the synergistic action 
known to exist between penicillin and the sulphonamides, the 
antibacterial range is increased, the likelihood of kidney damage 
is lessened and the tendency for the bacteria to develop mutant 


Straims resistant to one or other of the component drugs ts 


SULPENIN 


Combined Oral Penicillin and Sulphonamide Therap) 


reduced 


In tubes of 10 and bottles of 100 tablets 


Each ta 
ns (Pota 
(25 gramme, Sul 


Literature on request 
ALLEN & HANBURYS ito 


racannowe £ CRAMS 
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60/ SUCCESS with 3 DOSES 


VITAMIN D2 (ROUSSEL) 
600.0001U 


ALCOHOLIC OILY 
FOR MASSIVE DOSE FOR 


ADULTS INFANTS 


PROPHYLAXIS AND TREATMENT 


| ORAL ampoule taken weekly for 3 consecutive weeks 


PACKINGS 


( Box of | 24 Trade Price 
Box of 3 68 
Box of 6 12 - 


Ampoules of |°5 cc. 


ROURSEL 


ROUSSEL LABORATORIES LTD. 


843-847 Harrow Road, London, N.W.!10 LADbroke 3608 
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fifty Dears Ago 


(Courage ts generosity of the highest 


things 


NOVEMBER 


UNper the heading “The Courage of “King 


Notes by the Way’ 


ment recently that it has been decided to 


welcome the announce 
made 
King’s College Hospital from its 


Strand to 


move present 


te near the ome position, vet to be 


determined, on the other side of the river. It 


has long been evident that in the former region 
there was a plethora of hospitals, Charing Cross 


Middlese 


theretore 


Hospital, King s, and the being all 


radius. It wa highly 


that one of these u 


within a short 
titutions should 
On the south 


inhabited 


desirable 


remove to some less central pot 


side of the river there are large areas 


who have no available 


and it will not be difficult to 


by a poor population 


hospital assistance, 
find a suitable site for the recrection of * King’s’ 
Yet it must have needed much courage and self 
denial, as well as wisdom, on the part ot the 


taff and 


minds to the 


governing body to make up their 


final plunge ( ourage 1s nof so 
invariable an attribute of public bodies that we 
can take the 


exercise of it for granted, and we 


ponsible for 


Hlo pital on the 


very heartily congratulate those re 


the destinies of King’s College 
tep which they have taken 
editor 


Is it really a public advantage’, the 


asks 


elementary knowledge ot drugs 


that any manufacturer, with or without an 
should be abl 


unknown 


to concoct a mixture of ingredient 
cure for the 
hocks 


equally free 


and advertise it broadcast as a 


stomach-ache and the thousand natural 
that flesh 1s heir to? True, we are 
to disbeheve the alluring posters’ tale, but how 


know 


panacea backed by an 


are the unsophisticated to when to dis 


believe? Is not every array 


of certificates from clergymen and others laud 


ing its efficacy? Human nature tends to believe 


anything which 1s asserted loudly and con 


tinuously How many stunted, rickety, ailing 


children who attend any out-patient department 
trouble to 


at a children’s hospital owe thei 


patent foods, given by their ignorant mothers on 
And 


mothers to know that the specious posters 


the strength of advertisements how are 


these 
infants 


them to their 


them for life 


only invite poison 


and 
when offer 
such alluring pictures of health and plumpness 
Well may we say, “O Liberty 


how many crimes are committed in thy name 


perhaps cripple they 


as baits Luberty 


order, for 


Charles Caleb Colton 


the brave are prodigal of the most 


Lacon 


preciou 


1yo 


entitled ‘A 
Crestation’, 1 
PRA 


Infirmary 


The opening article this month 
Clinical Lecture 


Halliday Croom 


on Extra-l terme 
M.D., 
Royal 


cribes the 
nark un the 


by Sur S.kp 


Consulting Gvynacologist 


Edinburgh 
of the best 


who cde subject a om 


lands development of 


Sir John Halliday Croom 


47-1923) 


surgical gynacolog It is a trite and perhap 
ing that uv! ecology has for ever 


off the 


exagyucrate d ay 


passed away from hoals and quicksand 


of uncertain medicine to the surer i of 


surgery. Be that as it ma the fact remains that 


until extra-uterine mney from 


the hands of the ph 


preg departs 
ican to those of the sur 
geon it made practically no progre it all 
had been regarded o1 


NLD 


(144 1922 


Previously the conditior 
as a curiosity’. Sir John Halliday Croom 
LL.D., F.R.C.S.Eb., F.R.C.P.Ep. 
succeeded Sir Alexander Simpson in the 


at the lr eT 


chair 


of midwifery ity of Edinburgh w 
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Firry Years AGo—continued The reviewer of ‘Aids to Gynxcology’ by 
1905. One of the most successful teachers Alfred 5S. Gubb, M.D. (Paris), M.R.C.S., has 
Edinburgh has ever known, his lectures were some pungent comments to make, of which the 
remarkable for the infinite trouble taken over following may serve as examples With regard 
their preparation and for their histrionic de to the legitimate use of “‘aids’’, it may be that 
livery. When he retired in 1921, he felt like a some subjects lend themselves to this method of 
‘wandering ghost’ teaching, but if we may judge by the present 
*The Present Position of our Knowledge with work, Gynacology certainly does not. There are 
regard to the ‘Treatment of Uterine Fibroids’ many errors and discrepancies in the book 
by Alban H. G. Doran, F.R.C.S., Surgeon to the the anatomy of the ovary is, to say the least 
Samaritan Free Hospital, contains what ‘Notes misleading common and rare diseases are 
by the Way’ describe as ‘a practical and im huddled together without distinction into tables, 
partial appreciation of the advantages and dis- to be learned off by a novice in parrot-like 
advantages respectively attaching to operative fashion Alexander's operation is lauded for 
and medicinal methods’. procidentia uteri—a purpose for which it was 
“There are few patients the treatment of never intended and for which we should hope it 
whom taxes the physician’s skill more than those is never done. There are, indeed, many state- 
suffering from nephritis’, writes Thomas J] ments in this book which, if quoted, would be 
Horder, M.D., M.R.C.P., Physician to Out fatal to a candidate’s chance of passing any 
patients, Great Northern Hospital; Demon examination, so that we are compelled to regard 
strator of Pathology, St. Bartholomew's Hospital, — the word “‘aid’’ as a misnomer when applied to 
in his review article, “The ‘Treatment of it’ 
Nephritis: some recent suggestions’. “There ts a ‘Aids to Forensic Medicine and Toxicology 
tendency to regard diseases in which drugs have by William Murrell contains ‘sound advice on 
little or no good influence as being to a large dealing with some forms of blackmailing to 
degree outside the sphere of active help on the which medical men are especially liable to fall 
part of the doctor. To those who yield to this victims. We regret, however, that some of the 
tendency affections of the kidney, other than statements made are examples of deplorable 
those amenable to surgical interference, are apt taste, if not of absolute indecency’. Other books 
to sink into that class of diseases which is met reviewed include Noél Paton’s Essentials of 
by mere expectant treatment. This is especially Human Physiology for Medical Students and 
the case with acute nephritis, because here drugs H. W. Allingham’s Operative Surgery 
are notoriously of little avail’ W.R.B 


ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
Preadent—Tne EARL SPENCER 
Medical Superintendent--THOMAS ‘TENNENT, M.D., F.R.C.P., D-P.HL, D.P_M 


his Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients 
; 


suffering from in ippent mental 


patient and certified patients of both sexes are received for treatment. Careful clinical, brochemi 


orders, or who wish to prevent recurrent attacks of mental trouble 
ogical and pathological examinations. Private rooms with special nurses, male or female, in the 


in one of the numerous villas in the grounds of the various branches can be provided 


WANTAGE HOUSE 


Vhis is a Reception Hospital in detached grounds with a separate entrance, to which patients ' 
admitted It is equipped with all the apparatus for the complete investigation and treatment of Mental 
ervous Disorders by the most modern method insulin treatment is available for suitable ases It cont 
1 Turkish and Russian baths, the prol 
immersion tath, Vichy Douche, Scotch Douche, Electrical baths, Mombiéres treatment, &« There 
Operating Theatre, a Dental Sur n X y Roor an’ LU ltra-Violet Apparatus, and a Department f 
Dhathern ind High-Frequency It also contains Laboratories for biochemical, | k 


pathological research. Psychotherapeu treatment is employed when indicated 


MOULTON PARK 


re are several branch establishments and villas situate 


special departments for hydrotheray 1ous methods, including 


rn : 


farm of 6 l fruit, and vegetables are supplied to the Hospital from the fart 


wehards of Moulton Park ronal therapy is a feature of this branch, and patients are g 


occupying themselves in farming, gardening, and fruit-growing 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 720 acres, at LJanfas 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea ast f 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hosy 
own private bathing house on the seashore. ‘There is trout fishing in the park 

At all the branches ef the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &« 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 4354, three lines 
Northampton), who can be seen in London by appointment 
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FOR THE EFFECTIVE LOCAL 
TREATMENT OF SINOSITIS 


the potent and penetrating anubacterial 





action of 1,500 units of penicillin per ml 


Activity in the presence of pus 








rapid, eflicient, and safe vasoconstrictor 
that by shrinking oedematous and engorg- 


. 
Paredrinex 
j; ed tissues enables the penicillin to reach 
a 


———— all affected areas in adequate concentration 





C91ale 


for effective local penicillin therapy 
in upper respiratory tract infections, 


sinusitis—rhinitis—nasopharyngitis. 


Available, on 
only,in 715ml 


Detailed inf 





request 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE LONDON 


PXPII3 for Smith | & Ir Internat al ¢ ewner of rade r . P jex’ and ‘ Par 
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TWO WEEKS’ TEST 


will tell you why 
more people are smoking 


\du MAURIER 


THE FILTER TIP CIGARETTE 


The purer the smoke the greater the enjoyment. 
That’s the simple principle behind the 
du Maurier filter. It allows nothing to spoil 
the true flavour of fine tobacco so 
ensuring complete smoking pleasure. But 

put it to the test—smoke du Maurier 

and nothing else for two weeks and 
discover for yourself the special 

appeal of these fine filter-tipped 


cigarettes. 


CORK TIP IN THE RED BOX 
PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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Newly Recognized Palatable Source 
of Potassium * THE NEGLECTED MINERAL 


Valentine's Meat Juice, with its high content of soluble potassium salts 
(equivalent to 74-97 mg. KCI per cc.) together with other inorganic 
saits, meat bases and small amounts of soluble prote'ns is a valuable 
dietary supplement, furnishing practical amounts of potassium in 


palatable form. 


VALENTINE COMPANY, INC., RICHMOND, VA. 


VALENTINE’S MEAT Juice 
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Capsules 


are now available in TWO FORMS 


STANDARD 


Containing 0.50 G. sodium salicylate which may be 
taken with complete freedom from nausea or gastric 
disturbances. 


Indicated in acute articular and extra-articular 
rheumatism and its complications, rheumatic pains, 
infections and hepatic disorders. 


VITAMINISED 


Incorporating vitamins B,, C, K and PP with the 
normal 0.50 G. sodium salicylate. 


The preparation of choice in all cases in which very 
high doses of sodium salicylate are necessary, notably 
in the active treatment of acute articular rheumatism, 
polyarthritis, lupus erythematosus and carditis. 


Both forms are available in packings of 50 capsules and tax 
free dispensing packs of 200 and 1,000 capsules 


Literature and samples on request 


CONTINENTAL LABORATORIES, LTD 
101 Great Russell Street, London, W.C.|I 
Telephone: MUSeum 2042-3 + Telegrams: Taxolabs, Phone, London 











pleasantly flavoured elixir 
for the menopausal patient 





‘MEPILIN’ HITHERTO ISSUED AS TABLETS 
IS NOW ALSO AVAILABLE AS AN ELIXIR 





The association of methyltestosterone and ethinyl- 
cestradiol in Mepilin produces a more complete response 
in the treatment of menopausal disorders than can be 
obtained by the use of cestrogens alone. 

The presence of methyltestosterone enables a 
reduction in cestrogen dosage to be made ; thus undesir- 
able side effects such-as breast turgidity and pelvic 
congestion are avoided and the risk of withdrawal 
bleeding is reduced. An increased feeling of confidence 
and well-being is produced which is both mental and 
physical. 


*MEPILIN? erin 
& ELIXIR 
tack alo Mae ao Me To 


tinal . eS eee eS A SS SE a 
*MEPILIN’ TABLETS DOSAGE: Menopause and geria- 
Bottle of 25 at $/2 and tric conditions: average cases— 

100 at 16/- 3 tablets or 3 teaspoonfuls daily. 

*‘MEPILIN’ ELIXIR Premenstrual tension and dys- 

Bottle of 4 fi. oz. at 6/8 and menorrhara— 2 tablets or 2 tea- 

20 fi. oz. at 25/6 spoonfuls daily from roth to 
Basic N.H.S. price 22nd day of the menstrual cycle. 
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